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Prior to the advent of chemotherapy, tuberculous 
meningitis was almost invariably fatal. The status of 
the disease has been altered considerably by the use of 
streptomycin administered intramuscularly and intra- 
spinally. By means of this antibiotic regimen combined 
frequently with other tuberculostatic agents, remark- 
able results have been achieved that yield a high rate of 
remissions. After prolonged observation, however, the 
end-results were discouraging, since there were few 
long-term survivors. Smith ' reported only six five-year 
survivors among 81 patients with meningeal tubercu- 
losis treated with streptomycin. One of us (E. A.) 
observed a series of 120 patients with tuberculous men- 
ingitis who were treated with streptomycin among whom 
there were only six six-year survivors. 

The recent discovery of the antituberculous activity 
of the isonicotinic acid hydrazides has stimulated many 
investigations on the value of these agents in the therapy 
of the various forms of pulmonary and extrapulmonary 
tuberculosis. This paper is based on the use of the iso- 
nicotinic acid hydrazides in a series of 10 consecutive 
cases of tuberculous meningitis, which were seen be- 
tween April 10, 1952, and Feb. 4, 1953. 

Clinical Aspects.—The patients presented the typi- 
cal symptoms of meningitis, including changes in the 
sensorium, which ranged from apathy to delirium and 
coma. Individual patients showed considerable variation 
in the severity of the disease, but most of them appeared 
critically ill and one even moribund. 

Table 1 shows the sex and age distribution of the 
patients and the duration of the meningeal involvement 
at the time the hydrazide therapy was started. It will be 
noted that, with the exception of cases | and 8, the 
duration of the illness ranged between one and two 
weeks. In the two exceptions hydrazide therapy was 
delayed for six weeks or longer. 


Laboratory Data.—The pertinent laboratory findings 
in this series of cases are shown in table 2. It will 


be seen that the diagnosis was confirmed bacteriologi- 
cally in all cases by positive spinal fluid cultures. In four 
instances the organisms were found also with the smear 
technique. Roentgenologic evidence of pulmonary tuber- 
culosis was found in five cases. In one instance tubercle 
bacilli were isolated from the urine, and in one instance 
they were isolated from the gastric lavage. Hydrazide 
sensitivity tests were made on 12 strains obtained from 
eight of the patients. In 11 strains the sensitivity ranged 
from 0.2 to 20 meg. of hydrazide per milliliter, and in 
one instance it was 200 meg. per milliliter. The suscepti- 
bility to hydrazides of most of the tested strains is ap- 
parent. 
TREATMENT 

All the patients in this series were treated with the 
hydrazide drugs. Iproniazid was used in nine cases and 
isoniazid in one instance. The patient in case 1 had 
previously been treated for pulmonary tuberculosis with 
streptomycin and thiazolsulfone (Promizole). The use 
of these drugs was discontinued when the diagnosis of 
meningitis was made. In case 8 a diagnosis of an unde- 
termined form of meningitis had been made in another 
institution where the patient was treated for one month 
with various antibiotics, including streptomycin admin- 
istered intramuscularly, without apparent benefit. Strep- 
tomycin was used intramuscularly for the patient in 
case 9 for about two and one-half weeks during the early 
phase of the disease before the diagnosis was established. 

The dosage of the hydrazide drugs varied from 4 to 
10 mg. per kilogram of body weight per day. In most 
instances a dose of 8 mg. per kilogram was used. The 
medicament was given orally to eight patients, in three 
of whom the initial therapy was administered intra- 
muscularly. The parenteral treatment only was used in 
two patients who were in a continuous state of stupor. 
Except for the fatal cases, the duration of the hydrazide 
treatment ranged between six and nine months. In the 
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three patients who died therapy was continued for three 
and one-half days, two weeks, and five and one-half 
months, respectively. 
RESULTS 
Initial Improvement.— There was considerable varia- 
tion in the time of the appearance of the initial changes 
indicative of clinical improvement that followed therapy 


Taste 1.—Sex and Ave of Patients and Duration of Hiness at 
the Time Hydrazide Therapy Was Started 


Turation of Menin- 
Age. witi« at Start 
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because of the presence of marked papilledema and the 
predominance of polymorphonuclear cells in the spinal 
fluid. During the third month this patient had a con- 
vulsive seizure. The clinical course in two of the fatal 
cases was short and very severe. In the third patient, 
temporary improvement was evident during the early 
phase of treatment, but the subsequent clinical course 
was one of progressive deterioration. 

Spinal Fluid Changes Durine Treatment.—With the 
institution of hydrazide therapy, early disappearance of 
the organisms was noted in all but two of the cases. The 
exceptions were in the patients in cases 2 and 7, in which 


(‘ase Sex Vr Hvyadrazide Therapy 
7 weeks two or more spinal fluid cultures taken during the first 
- aie two and two and one-half weeks, respectively, were posi- 
‘ F ‘ 2 weeks tive for organisms. The return of the other spinal fluid 
findings to normal was generally delayed for many weeks 
: u pene or months. The pleocytosis persisted for periods of six 
. F Wy 6 weeks weeks to six months, revealing many fluctuations and 
rising in some instances to nearly 1,000 cells per cubic 
Taste 2.—Pertinent Laboratory Findings 
Spinal Fluid 
No. of Protein, Sugar, Hvyadrazide Roent- Mendel'« 
per Predominanee Me. per Me. per Sensitivity, (Mantoux) 
Case Cu. Mm. ot . Ce. Ce, Culture Meg. Mi. ot Lone. T Other Teste 
1 Lymphocytes 45 - + Consolidation, Positive tiastrie lavage + 
bronchogenic 
spread 
2 Lymphocytes au + + (alcifieation Positive 
nt 
3 Large Lymphocytes 31 + Negative 0 
number 
4 Lymphocytes 16 » 2.0 Newative Positive 
5 tw Lymphoey tes le 71 +- “2 Infiltration Not done 
Lymphocytes he + + 29 (aleifleation Positive 
7 Lytophocytes 26 Negative Positive 
Polynuclear 113 62 Negative Positive Urine positive by eulture 
and guinea p 
Lymphoey tes 16 + Infiltration, Negative 
cavitation 
+= positive for M. tuberculosis; — =< negative for M. tuberculosis. 


with the hydrazide drugs. Remission of the fever was 
obtained in one to four weeks. Improvement in the men- 
tal state and recession of the meningeal signs were noted 
generally in two to six weeks. In one instance the nuchal 
rigidity persisted for four months. A state of well-being 
and gain in weight became manifest in one to three 
months. These changes were not noted in the patients 
who died within a short time after admission. 

Clinical Course During Treatment.—After the initial 
favorable response, improvement usually progressed 
satisfactorily. In several of the cases, however, the clini- 
cal course was interrupted by occasional febrile episodes 
and certain adverse developments. For instance, the pa- 
tient in case | experienced several attacks of asthmatic 
bronchitis accompanied by fever. The patients in cases 
3, 6, and 10 suflered from impairment of vision. In the 
patient in case 7 hemiparesis developed during the fifth 
week and convulsions occurred later in the course. Case 
9 was a difficult diagnostic problem during the early 
phase of the disease when the results of the spinal fluid 
culture were not yet available. For a while a diagnosis 
of brain abscess was entertained in this case, largely 


millimeter. The elevated protein level persisted for a 
similar range of time, occasionally showing marked 
quantitative increases. For instance, in the patient in 
case 5, the protein level rose to 520 mg. per 100 cc., 
and in the patient in case 6 to 640 mg. per 100 cc. 
There were striking fluctuations in the sugar content; 
the final return to normal occurred in one to three 
months. It may also be of interest to note that in four 
instances the sugar content was normal on admission 
but declined subsequent to the institution of hydrazide 
therapy. 

Outcome.—lIn this series of 10 cases there were 7 re- 
coveries and 3 deaths (table 3). As noted previously, 
at no time was there any evidence of response to the 
medication in two of the patients with fatal disease, one 
of whom was treated for less than four days. The sur- 
vivors have been observed for periods ranging from 20 
to 23 months, and they are all in good general physical 
condition and have normal mentality. 

Complications.—As shown in table 3, the disease was 
complicated by blindness in three of the patients and by 
a slight hemiparesis in one instance. The impairment of 
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Vision was associated in each instance with disk changes 
that had the appearance of optic atrophy. In two in- 
stances (cases 3 and 6) the complication appeared 
within one month after the institution of hydrazide treat- 
ment, and in case 10 it was noted after two months of 
therapy. In the patient in case 3 it was possible to fol- 
low the development of the complication from bilateral 
papilledema to bilateral temporal pallor and then to 
diffuse pallor of the disks. Complication of the left eye 
preceded that of the right in the patient in case 10. It is 
gratifying to note that the optic nerve involvement 
cleared up completely in the patient in case 3 with re- 
turn to normal vision and has been improving slowly in 
the patient in case 6, in whom the vision at present is still 
quite limited. These might have been instances of in- 
complete optic atrophy. With regard to the hemiparesis 
in the patient in case 7, function in the invoived extremi- 
ties has improved steadily and at present appears nor- 
mal. 

Toxic Reactions.—In this series none of the commoner 
toxic reactions such as constipation, vertigo, twitch- 
ing, or hyperreflexia was noted. However, other sig- 
nificant untoward eflects were observed in several cases. 
Auditory or visual hallucinations or a combination of 
these were encountered in four instances (cases 3, 7, 
8, and 9). These reactions occurred as early as the 
second day and as late as the third month after institu- 
tion of hydrazide therapy. In the patient in case 8 there 
were several episodes of this toxic manifestation, one of 
which was accompanied by fever. The hallucinations 
disappeared promptly in the patients in cases & and 9 
when the drug was withdrawn. These patients were sub- 
sequently able to resume and continue use of the drug 
without any untoward effect. In the patients in cases 3 
and 7 the hallucinations cleared up even though the use 
of hydrazides was continued. As noted previously, con- 
vulsive episodes occurred in the patients in cases 7 and 
9. It is possible that these seizures were drug reactions. 
Except for transiently positive cephalin flocculation tests 
in five patients (cases 4, 7, 8, 9, and 10), the laboratory 
investigations showed litthe evidence of hydrazide tox- 
icity. 

Relapses.—Three of the patients in this series re- 
lapsed. In cases 7 and 8 the relapse occurred 4 months 
after the discontinuance of the hydrazide therapy, or 
10 months after the initial attack, and in case 9 it oc- 
curred § months after cessation of treatment, or one year 
after the original attack. The hydrazide sensitivity of 
the tubercle bacillus isolated from the spinal fluid dur- 
ing the relapse was in each instance 0.2 meg. per milli- 
liter. It should be noted that the organisms cultured 
from the patient in case & during the relapse showed a 
much greater susceptibility to hydrazide than those tso- 
lated during the original attack. 

The three patients who relapsed have been re-treated 
with iproniazid for about 10 months. The patient in 
case 7 received in addition p-aminosalicylic acid and 
a short course of streptomycin given intramuscularly. 
Shortly after the relapse, the patient in case 9 was sub- 
jected to a unilateral nephrectomy for renal tubercu- 
losis. These three patients are at present in excellent con- 
dition, both physically and mentally. 
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COMMENT 

It is clear from this study that the isonicotinic acid 
hydrazides were effective in the treatment of the majority 
of the cases of tuberculous meningitis. Admittedly. this 
series is too small and the periods of observation have 
not been long enough for final evaluation of these agents. 
Considering the satisfactory results obtained in this 
group of cases and the simplicity of the therapeutic 
regimen, it is apparent that the hydrazides are superior 
to streptomycin in the treatment of tuberculous menin- 
gitis, at least from a short-term point of view. In a recent 
study of the antituberculous activity of the hydrazides 
in miliary and meningeal tuberculosis, Clark and his 
collaborators * arrived at a similar conclusion. 

With regard to some of the adverse effects noted in 
this group of cases, it is well to comment first on the 
deaths. As noted previously, the patient in case 5 was 
moribund on admission and was not expected to benefit 
from any medication. Failure of response in the patients 
in cases 2 and 10 is more difficult to explain. Possibly 


Taste 3.—Results of Hyvdrazide Therapy in Ten Cases of 
Tuberculous Meningitis 


Survival Compl 
Case Onuteome Period eations Comment 
i Reco ered 21 mo. None Resikinal pulmonary 
infiltration 
Died 
3 Reeovered 22 me Blindness Normal vision bow 
Died Moribund on actmission 
6 Reeovered me. Blinciness« Limited vision now 
7 Reeovered me, Hetuiparesis Motor funetion normal 
now. Patient relapeed 
Reeovered me. None Kelapsed 
ered Nome Kelapeed; nephrectomy 
lv Died no. Bliteiness Temporary improvement 


in general condition 


the presence of chronic caseous pulmonary tuberculosis 
in the patient in case 10 contributed to the death. 

The occurrence of untoward effects in several of our 
patients was somewhat disturbing, although it appears 
to have had little, if any, bearing on the final outcome. 
Selikoff and his associates © and others ‘ have empha- 
sized that the principal toxic side-eflects of hydrazide 
therapy occur in the central nervous system and that 
they are more apt to follow the use of iproniazid than 
isoniazid. It has also been noted that convulsions and 
psychoses are more frequent in patients with organic 
brain damage and in those with unstable personalities. 
In our series, the hallucinations appeared clearly related 
to the medication in at least two instances (cases 8 and 
9). since this side-effect disappeared promptly when the 
drug was withdrawn. On the other hand, the occurrence 
of convulsive episodes in two of the patients could not 
with certainty be attributed to the hydrazide therapy, 
particularly since convulsions have also been encoun- 
tered on Occasion in cases of tuberculous meningitis 
under treatment with streptomycin. Furthermore, it ap- 
pears from a recent report by Reilly and his collabo- 


2. Clark, C. M.. and others: Isoniazid (lsonicotinic Acid Hydrazide) 
in the Treatment of Miliary and Meningeal Tuberculosis, Am. Rev. Tuberc. 
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J. A. M. A. 140: 973 (Nov. 8) 1982. 
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rators ° that iproniazid is probably not a convulsant in 
man, even in much larger dosage than that employed in 
our patients. The transient positive cephalin flocculation 
tests are at present difficult to appraise. In general, it 
may be noted that toxic effects following the use of 
hydrazides tend to subside spontaneously and rarely 
interfere with the therapeutic regimen. 

While the precise pathogenesis of the optic nerve 
damage that occurred in three of the patients has not 
been determined, it is very likely that this complication 
was the result of pressure by the tuberculous exudate 
and of some of the effects of the healing process. The 
fact that this complication has not been known to fol- 
low the long-term use of the hydrazides in other forms 
of tuberculosis is, in our opinion, a plausible reason for 
not implicating the drug. This view gains further sup- 
port from the observation that in two of our patients the 
optic nerve involvement regressed completely or par- 
tially while the patients were still being given the medica- 
ment. It should be noted also that this complication 
has occurred on occasion in cases of tuberculous menin- 
gitis under treatment with streptomycin. 

The high relapse rate in patients with tuberculous 
meningitis who are treated with streptomycin is well 
known. The occurrence of relapse in three of our pa- 
tients is, therefore, not surprising; however, it is con- 
ceivable that a longer course of hydrazide therapy might 
have prevented these relapses. It is also of interest to 
note that the tubercle bacilli isolated during the relapse 
were in all three cases highly susceptible to hydrazide, 
and in one instance the organisms were much more 
sensitive to the drug than the original strain. 
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Many problems pertaining to hydrazide therapy in 
tuberculous meningitis undoubtedly require further 
study. These relate to the choice of drug, dosage, dura- 
tion of treatment, and possible advantages of combining 
the hydrazides with other antituberculous agents. Meth- 
ods of obviating drug toxicity and preventing complica- 
tions and relapses certainly merit investigation. Finally, 
it is important to consider the advisability of continuing 
the hydrazide regimen on a home-care basis in patients 
who enter the phase of remission. 


SUMMARY 

Ten consecutive patients with tuberculous meningitis 
were treated with isonicotinic acid hydrazides. The 
diagnosis was confirmed in all cases by recovering the 
Mycobacterium tuberculosis from the spinal fluid. 
Roentgenologic evidence of pulmonary tuberculosis was 
found in five cases. In most instances a dose of 8 mg. 
per kilogram of body weight per day was used. Of the 
10 patients, 7 recovered and 3 died. The survivors have 
been observed for periods ranging from 20 to 23 months, 
and they have been in good general physical condition 
and have normal mentality. 

In this series several of the patients showed toxic side- 
effects referable to the central nervous system. Three of 
the cases were complicated by blindness, which cleared 
up completely in one patient and partially in another. 
Relapse occurred in three patients. These patients re- 
sponded satisfactorily to re-treatment with hydrazides. 

910 Park Ave. (21) (Dr. Appelbaum). 
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ASEPTIC MENINGITIS CAUSED BY COXSACKIE VIRUS WITH ISOLATION 
OF VIRUS FROM CEREBROSPINAL FLUID 
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The numerous strains of Coxsackie viruses that have 
been isolated and described since Dalldorf and Sickles 
first directed attention to these agents ' are grouped to- 
gether mainly because they produce characteristic lesions 
in the suckling mouse or hamster. They were further 
segregated into two groups (A and B) according to the 
distinct pathological differences that they produce in the 
suckling mouse. Group A viruses produce typical lesions 
in the striated muscle, resembling Zenker’s hyaline de- 
generation, and hardly any other recognizable patholog- 
ical changes. The group B viruses, on the other hand, 
while producing only moderate muscle lesions also cause 
a characteristic encephalopathy and panniculitis. Fur- 
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thermore, the group B viruses cause an extensive pancre- 
atitis in adult mice. The viruses have a wide distribution 
in the world, and from the first isolation in 1948 consider- 
able effort has been spent to relate the isolation of any 
of the Coxsackie viruses to a particular clinical syndrome 
in man. The difficulties in this respect have been pointed 
out very clearly in the extensive paper by Huebner and 
others.” It suffices here to state that there is strong evi- 
dence that the strains belonging to group A cause 
the clinical entity herpangina and that the group B strains 
are responsible for epidemic pleurodynia (Bornholm 
disease). Patients with involvement of the central nerv- 
ous system in an infection with a Coxsackie virus have 
been reported on several times since the first description 
of the virus.’ In all these patients, the virus was isolated 
from the feces or the oropharynx and a subsequent rise 
of antibodies against the isolated virus was shown. But 
this procedure has its fallacies, as indicated by Huebner 
and others.’ Because of the ubiquity of the Coxsackie 
viruses, there is always the possibility that the isolated 
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virus caused a subclinical infection (with a subsequent 
rise of antibodies) without being involved in the apparent 
clinical syndrome. Only one report, by Gard, includes the 
recovery of a Coxsackie strain from the spinal fluid.* 

Our report describes an outbreak of an infection with 
Coxsackie virus in an institution for mental defectives 
in which all 11 patients showed clinically an involvement 
of the central nervous system. From one patient in this 
series, a Coxsackie virus was isolated during the acute 
stage of illness from the spinal fluid, and serologic evi- 
dence is presented showing that this virus caused the 
aseptic Meningitis. 

CLINICAL OBSERVATIONS 

The infections occurred during the period beginning 
June 27 and ending July 8, 1953, and involved 11 res- 
idents of the institution. The persons affected ranged in 
age from 14 to 26 years and, except for one, had been 
residents of the institution for from | to 16 years. One 
patient had been admitted one and one-half months 
before becoming ill. Each patient had enjoyed good 
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patients and constant in the other three and gradually 
returned to normal. Fever was present for from 3 to 5 
days in nine patients and for a period of 10 days in the 
other two. Symptoms existed for from 6 to 9 days in eight 
patients and from 10 to 15 days in three patients. There 
were two relapses after intervals of five and seven days 
of freedom from clinical evidence of the disease. Only 
four of the group appeared acutely ill, and all eventually 
made complete recoveries. None of the patients showed 
any muscle paralysis under the closest observation and 
scrutiny. A complete medical survey five months after 
recovery from the disease showed none of the patients 
to be suffering from any sequelae. Since a Coxsackie 
virus was isolated from the spinal fluid of one patient in 
the series, his clinical history follows in detail. 

Cast 1.—A 16-year-old white boy was admitted to the hos- 
pital of the Elwyn Training School at 9 a. m. on July 8, 1953, 
after having complained to his supervisor that he had a “head- 
ache and ached all over.” On questioning him at the time of 
admission, it was learned that he had been feeling perfectly well 
until 12 hours prior to hospitalization, at which time a mild 


Taste 1.—Clinical Symptoms and Clinical Laboratory Findings 


Spinal Fluid Data 


Differential Count 
— 
Poly. 
Cliniea! Signs of Meningeal morpho- 
Involvement Protein, Lympho- Obtained 
A Qualitative Cells, cy tes, Cells, Days 
Age of Kernig Brodzinski Inereased (Pandy per per mer After 
Case Patient Stitt Neck Sign Pressure Test) Cu. Mm. Cu.Mm. Cu.Mm. Onset Results 
] + > + + 2 ls 4 Virus isolated 
4 16 + + +> 2 13 2 Virus leolated 
4 4 = 13 1 Virus iselated 
6 ++ ++ + + | 6 Virus isolated 
7? + + + ++ 23 lo No virus isolated 
. ++ +++ ++ ~+ a iy 2 No virus isolated 
9 15 ++ ++ + 4 | 17 5 No specimen available 
w ls + ++ 2 4 No specimen available 
il ++ +++ + > a 2 No specimen available 


health previous to the onset of this illness. Although they 
were all intellectually retarded, it was our opinion that 
their deficiencies were neither too severe nor too inclu- 
sive to preclude an accurate evaluation of the subjective 
evidence. 

All of the patients in this series showed closely com- 
parable clinical characteristics. In all of the patients the 
onset was relatively sudden (12 to 24 hours) with symp- 
toms of headache, stiff neck, backache, myalgia, low 
grade fever, and malaise. In addition, two complained 
of nausea and vomiting, two of diffuse chest pain of 
moderate severity, two of rhinitis, and two of sore throat. 
It is interesting that all of the patients showed clinical 
evidence of meningeal involvement and the presence of 
inflammatory signs in the cerebrospinal fluid indicative 
of a serous meningitis. Nuchal rigidity, spinal rigidity, 
Kernig sign, Brudzinski sign, and pleocytosis were seen 
in all cases. The cerebrospinal fluid cell counts ranged 
from 22 to 99 cells per cubic millimeter with a predom- 
inance of lymphocytes (table 1). The myalgia involved 
symmetrical large muscle groups, it was diffuse in three 
patients and focal in the remainder. 

The temperature varied in the group of patients from 
99.2 F to 100.8 F; the temperature was diphasic in eight 


generalized headache, sore throat, and persistent dull pain in his 
back and legs developed. These symptoms became somewhat 
more annoying during the night, but he was able to sleep, al- 
though fitfully. In the morning, he dressed and reported at 7 
a. m. for breakfast as usual but discovered that he was unable 
to eat anything because of the sudden awareness of nausea and 
diffuse abdominal discomfort. About an hour later he noticed 
that his headache was more severe; his neck, back, and legs 
had become quite stiff, and he felt dizzy, unusually nervous, 
and excessively tired. 

Examination on admission showed an alert, restless boy in 
obvious discomfort and projecting overt tension and anxiety. 
His temperature orally was 99.4 F, pulse rate 100 beats per 
minute, respirations 22 per minute, and blood pressure 120/70 
mm. Hg. The oropharynx was mildly inflamed, and there was 
slight adenopathy of the anterior cervical lymph nodes. Tender- 
ness of the muscles of the neck, trunk, and legs was discernible 


3. Curnen, E. C.; Shaw, E. W., and Melnick, J. L.: Disease Resembling 
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Mice. J. A. M. A. 241: 894 (Nov. 26) 1949. Von Magnus, H.: Isolering 
af tre virusstammer af Coxsackiegruppen fra patienter med meningeale 
symptomer, Ugesk. laeger 281: 1481 (Dec. 22) 1949. Melnick, J. L.: 
Shaw, E. W., and Curnen, E. C.: Virus Isolated from Patients Diagnosed 
as Non-Paralytic Poliomyelitis or Aseptic Meningitis. Proc. Soc. Exper. 
Biol. Med. 71: 344 Uuly) 1949. Shaw, E. W.: Melnick. J. L.. and 
Curnen, E. C.: Infection of Laboratory Workers with Coxsackie Viruses, 
Ann. Int. Med. 33: 32 Uuly) 1950. Thelin, F.. and Wirth, J.: La myalgie 
épidemique (maladie de Bornholm): Isolement d'un virus au cours d'une 
épidéemic récente, Rev. méd. Suisse Rom. 74: 44 Van. 1) 1951. 
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Svenska lak.-sdlisk. forhand!. 47: 285 (June) 1950 
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on palpation. The chest was normal and the abdomen gen- 
erally tender. A complete neurological examination showed bi- 
laterally equal but exaggerated superficial and deep tendon 
reflexes. Kernig and Brudzinski signs were elicited. Spinal 
rigidity was easily noted by observing the patient's difficulties 
in attempting to sit up unassisted. He could only comply with 


Taste 2.—Results of Virus Isolation Attempts 


Days 
Date of After Virus 
Collection Oneet§ leolation 


Onset of Type of 
Disease Specimen 
Spinal fluid 


beers 


Throat «wab 

Spinal fluid 
Throat «<wab 


Throat «wah 


Throat «wab 
Peres 

Spinal fluid 


Spinal fluid 
Throat «wah 72 
Feces 


the request after considerable effort and could accomplish the 
task only by upward flexion of the knees. The position could 
only be maintained by the use of the tripod supporting posi- 
tion, Attempts to flex his chin to his chest were met with a 
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patient's condition began to improve rapidly, and he was dis- 

charged two days later completely recovered. Treatment had 

consisted of only symptomatic and supportive measures. 
LABORATORY STUDIES 

Virus Isolation.—Fecal specimens, throat swabs, and 
blood specimens were collected from 8 of the 11 patients. 
From four of the eight patients, spinal fluid specimens 
were also obtained for the purpose of virus isolation. 
These fluids were frozen in dry ice immediately after 
collection. Furthermore, rectal swabs and blood speci- 
mens were collected 45 days after the beginning of the 
outbreak from 20 persons who had been in close contact 
with the patients before and after the outbreak and who 
had shown no signs of illness. 

The methods used for isolation and identification of 
the viruses have been described elsewhere.* The materials 
were inoculated intraperitoneally into one-day-old suck- 
ling mice, as mice this age are known to be most sensitive 
to infection with group B viruses. The symptoms of infec- 
tion in these mice ranged from extreme weakness and 
ataxia to paralysis. Both skeletal muscle and brain tissue 
were used in suspension for further passages in mice. 
Each specimen, whether it yielded virus on initial passage 
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considerable amount of resistance indicative of moderate nuchal 
rigidity. Slight limitation in raising the leg was present bilaterally, 
and the hamstring muscles were tight. There was no evidence 
of muscle paralysis or sensory deficit. 

On the day of admission, a routine urinalysis showed normal 
results and a blood study showed 4,850,000 erythrocytes per 
cubic millimeter, 14.5 gm. per 100 cc. of hemoglobin, and a 
leukocyte count of 8,200 per cubic millimeter with a normal 
differential count. The sedimentation rate was 15 mm. in one 
hour. The Kline test for syphilis was negative, as was the Mendel 
(Mantoux) test. Lumbar puncture showed spinal fluid of nor- 
mal appearance and under normal pressure with a cell count 
of & per cubic millimeter (5 lymphocytes, 3 polymorphonuclear 
cells) and a trace of globulin (Pandy test). 

The status of the patient remained essentially the same through 
the first three days. On the fourth day, the temperature be- 
came normal and remained so thereafter. It had never been 
higher than 99.4 F. A second lumbar puncture was done on 
the fifth hospital day; it produced spinal fluid of normal appear- 
ance and under normal pressure with a cell count of 22 (18 
lymphocytes, 4 polymorphonuclear cells) and a 2+ reaction 
for globulin (Pandy test). A Coxsackie virus was isolated from 
the second specimen of spinal fluid. On the seventh day the 
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or not, was inoculated again for a second passage series. 
The isolated viruses were identified and typed by com- 
plement fixation and neutralization tests using prototype 
hamster antiserums. 

Serologic Tests.—Whenever available, blood speci- 
mens from the patients in the acute and convalescent 
stages of the illness were used in complement fixation 
and neutralization tests with prototype viruses and the 
homologous viruses from the patients to determine the 
development of antibodies. 

Coxsackie virus was isolated from six of the eight pa- 
tients studied. In four cases, a virus was recovered from 
the stool only and in one case each from a throat swab 
and a spinal fluid specimen only. Table 2 shows the iso- 
lation attempts from different specimens and the time 
relationship of these attempts to the onset of the disease. 
The viruses from 6 of the 20 contacts investigated were 
obtained in all instances from the fecal specimen. All 
isolated viruses were identified by neutralization tests 
as belonging to group B, type 2 (Ohio). 

The isolation from the original spinal fluid was re- 
peated four times, and each time the infection in baby 
mice followed the same pattern. The mice became weak 
and ataxic after about 10 days, and the incubation time 
shortened with subsequent serial passage of mouse 
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material. The fifth passage was used as antigen in the 
serologic tests. The other three spinal fluid specimens 
were negative on repeated inoculation. They were taken 
6, 11, and 14 days after onset, while the positive fluid 
from the patient reported on was obtained 5 days after 
onset. 

Furthermore, all materials were inoculated into roller 
tube tissue cultures of strain HeLa to eliminate the pos- 
sible infection with poliomyelitis virus. No poliomyelitis 
virus was isolated, but the stool suspension from the 
patient in case 4 and from one contact caused cyto- 
pathogenic effects. After two passages in tissue culture 
the supernatants of the tissue culture tubes were inocu- 
lated into baby mice, and in both cases the mice became 
paralyzed and a Coxsackie virus was recovered and typed 
as B, (Ohio). The two stool suspensions were negative 
when inoculated directly into baby mice. 

The development of antibodies in the patients’ blood 
against the homologous and prototype viruses ts shown 
in table 3. In general, there is an antibody response only 
against the homologous virus and the prototype B, 
(Ohio). The cross reactions among the prototype strains 
in the complement fixation test, in contrast to the neutral- 
ization test, are well known and demonstrate again the 
necessity to measure antibodies against this group of 
Coxsackie viruses for diagnostic purposes only by means 
of the neutralization test. 

The patient reported on in case | showed a titer of 
antibodies only against the homologous virus and the 
prototype B, (Ohio). The homologous virus was pre- 
viously identified as type B,. There was no difference in 
the neutralizing antibody titer of the paired serums. This 
is explained by the fact that the first serum was obtained 
21 days after onset and the second serum 13 days later. 
Consequently, the first serum already showed an appre- 
ciable antibody level. There is very strong evidence, then, 
that the syndrome was caused by B, virus. 

From the feces of 6 of the 20 contacts, a Coxsackie 
virus was recovered 45 days after the beginning of the 
outbreak. The virus strains were identical with the one 
that caused the disease in the patient. A single blood 
specimen was obtained at the time of the stool collection, 
and three of the six showed a marked elevation of anti- 
body titer against B, prototype virus only. 

It is of interest to note that none of the materials from 
the patients and the contacts yielded group A viruses. 
The simultaneous occurrence of group A and group B 
viruses in patients sick with pleurodynia is liable to con- 
fuse the picture considerably, as has been pointed out by 
Huebner and others.” Furthermore, no poliomyelitis 
viruses were recovered from the specimens of the patients 
or contacts. 

COMMENT 

The main feature of the described outbreak of an in- 
fection with Coxsackie virus group B is the involvement 
of the central nervous system in all 11 observed patients. 
The clinical symptoms were very similar, and the clinical 
and laboratory data did not contribute to an etiological 
diagnosis. The spinal fluids showed changes compatible 
with aseptic meningitis. Since the meningeal irritation 
was combined with dull muscle pains a tentative diag- 
nosis of nonparalytic poliomyelitis was made in the first 
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cases. The subsequent attempts to arrive at an etiological 
diagnosis by laboratory methods proved to be successful. 

A Coxsackie virus was recovered during the acute 
stage of the illness from five of the eight patients studied. 
From one patient (case 6) an identical strain was 
isolated a month after onset, and in two patients the 
isolation attempts were unsuccessful. Etiologically, the 
isolation of a Coxsackie virus in the acute stage of illness 
from the spinal fluid of one patient (case |) is the strong- 
est evidence that the isolated Coxsackie virus was the 
causative agent of the observed syndrome. 

The identification and the typing of the recovered 
strains showed that they all belonged to the same group 
and type of Coxsackie viruses, namely group B, type 2 
(Ohio). From four patients paired serums were avail- 
able. These patients showed an increase in antibody titer 
against the homologous and the prototype virus in the 
neutralization test. In two patients only a single serum 
was studied. In these two serums, an antibody titer 
against the homologous and prototype virus (Ohio) 
could be detected but one against the other members of 
group B could not. No other virus strain of the Coxsackie 
group could be isolated, and evidence of poliomyelitis 
was absent in the secretions from all patients. The find- 
ings in these cases were surprisingly uniform considering 
the many variations that may be encountered in an infec- 
tion with Coxsackie viruses, but the evidence proves that 
the group B viruses, commonly associated with pleuro- 
dynia, can invade the central nervous system and cause 
a benign meningitis that is clinically indistinguishable 
from the serous meningitides caused by other infectious 
agents. 

SUMMARY 

Eleven patients with dominant signs of meningeal in- 
volvement and dull muscular pain were observed in an 
institution for mental defectives during a 12 day period. 
All showed spinal fluid changes compatible with aseptic 
meningitis. Coxsackie virus group B, type 2 (Ohio) was 
isolated from stool specimens of four patients and in one 
case each from a throat swab and a spinal fluid. Serologic 
evidence supports the conclusion that the disease was 
caused by this agent. No poliomyelitis or other Coxsackie 
viruses were isolated. Two strains of Coxsackie B. virus 
were isolated directly from stool suspensions in roller 
tube tissue cultures of strain HeLa producing cytopatho- 
genic effects, while the same preparations failed to cause 
illness in suckling mice on first passage. 
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of Attending Physician. Ihe physician in charge 
of the case is responsible for treatment of the patient. Conse- 
quently, he may prescribe for the patient at any time and is 
privileged to vary the treatment outlined and agreed on at a 
consultation whenever, in his opinion, such a change is war- 
ranted. However, after such a change, it is best to call another 
consultation; then the physician in charge should state his 
reasons for departing from the course decided at the previous 
conference. When an emergency occurs during the absence of 
the physician in charge, a consultant may assume authority 
until the arrival of the physician in charge, but his authority 
should not extend further without the consent of the physician 
in charge.—Principles of Medical Ethics of the American Medi- 
cal Association, chapter 5, section 6, June, 1954. 
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PROBLEM SITUATIONS IN THE TREATMENT OF PARALYSIS AGITANS 
Lewis J. Doshay, M.D., Ph.D., New York 


Most patients with paralysis agitans (Parkinsonism) 
are easy to treat. Those with tremor in an arm or leg, 
who continue at work or household duties, can be main- 
tained comfortably by suitable medication and physio- 
therapy for as long as 10, 20, or 30 years, until serious 
progression of symptoms occurs.’ There are patients, 
nevertheless, who present problems that severely tax the 
ingenuity and patience of the physician but can be man- 
aged with greater effectiveness if their problems are better 
understood. These problems will be discussed under 
three major headings: (1) problems related to the symp- 
toms of paralysis agitans, (2) problems related to the 
personality of the patient, and (3) problems related to 
intercurrent ailments. 


PROBLEMS RELATED TO THE SYMPTOMS OF 
PARALYSIS AGITANS 

Rigidity.—Rigidity is generally not difficult to manage, 
since there are ample antispasmodics to counteract it.’ 
However, neglect of treatment, or the natural progression 
of illness in some patients, leads to shortening or con- 
tracture of muscles, which brings deformity and severe 
disability. The most frequent area of involvement is at 
the ankle, where shortening of the tendo achillis produces 
toe walking and a forward thrust of the body, so that the 
gait becomes increasingly festinating and propulsive. 
Goose step walking exercises, if conducted regularly and 
energetically, can strengthen the quadriceps and prevent 
the progression of the talipes equinus gait and propul- 
sion.’ Passive stretching of the affected muscles is also 
helpful. Another frequent site of contracture is at the 
knee, for which suspension exercises prove beneficial. 
Still another is at the adductors of the thigh, for which 
exercises using a wide base in walking are employed. 

Faulty Posture.—The greatest problem confronting 
the physician is the common tendency among patients 
with paralysis agitans for the shoulders to roll forward 
and the spine to flex, so that the head and trunk become 
bent almost to a right angle. It is important, therefore, 
to insure that every patient maintains an erect posture. 
This can usually be accomplished with the aid of strong 
antispasmodics, such as benztropine (Cogentin) meth- 
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anesulfonate,’ physiotherapy, spinal extension exercises, 
and the persistence of physician and patient. Exercises 
with an overhead pulley prove helpful in the program. In 
this case, prevention is of far greater importance than 
treatment, since if the spine and trunk are permitted to 
droop it is only a matter of time before the patient is 
unable to stand or walk without assistance, suffers many 
falls and, as a protection against injury, becomes con- 
fined to the chair or bed, with ultimate invalidism. 

Major Tremor.—The majot tremor is characterized 
by bilateral continuous shaking of the entire body and is 
accompanied by sweating, loss of weight and appetite, 
and inability to fall asleep or stay asleep. Major tremor ° 
constitutes a grave challenge to therapy. While suitable 
treatment for rigidity is available through drugs, physio- 
therapy, and exercises, remedies for the control of severe 
tremor are lacking. For one thing, physiotherapy and 
exercises are of little, if any, value in the control of tremor. 
Secondly, the current medicinal armamentarium for 
tremor is not nearly as good as physicians would like it to 
be. Many patients cannot tolerate diphenhydramine 
(Benadryl) hydrochloride or scopolamine because of re- 
actions of “dopiness,” blurring of vision, or dryness of 
the mouth. Benztropine is helpful in a third of the cases, 
especially in relaxing the patient at night and enabling 
him to sleep. Tincture of stramonium proves beneficial 
in a few cases. Parsidol (10-[2-diethylamino-1-propyl]- 
phenothiazine) can control severe tremor but, in order 
to be effective, has to be employed in large doses, at 
which level disturbing side-reactions limit its use. For 
dosages, effects, and side-reactions of drugs, see table. 

Akinesia.—Some patients are not rigid, or show but 
slight rigidity, yet can barely move. They seem to drag 
with difficulty from place to place, and every effort is 

by a long pause. Cerebral stimulants, such as 
trihexyphenidyl (Artane) hydrochloride,’ cycrimine 
(Pagitane) hydrochloride,’ d-amphetamine (Dexedrine) 
sulfate, or amphetamine (Benzedrine) sulfate,” prove 
helpful to most patients, but others are sensitive to the 
large doses necessary to combat the symptoms. More- 
over, among patients suffering from both akinesia and 
tremor, the latter is aggravated by the stimulants. 
Younger patients respond favorably to tonic hydro- 
therapy and Scotch douches, and these should be tried 
whenever feasible. 

Frozen States.—Some patients complain of frequent 
attacks of “being glued to the ground.” These attacks are 
brought on by sudden muscle spasms when a patient 
fears he is falling or has the urge to do something hur- 
riedly that he feels powerless to perform. In this state of 
panic and frustration, the legs become frozen to the 
ground for several minutes. Sometimes, in the process of 
trying to free himself, the patient falls and is injured. 
Strong antispasmodics, such as benztropine, help to 
counteract muscle spasm and frozen states. 

Poor Body Balance.—Poor body balance occurs 
among patients with advanced rigidity and akinesia. They 
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can stand and walk with caution, but if they move a trace 
off their line of gravity or if someone brushes against 
them they fall like a dead weight. These patients lack the 
power for speedy adjustments of the body. The situation 
can be remedied in most instances. First, the patient 
should be taught to employ a wide base in walking and 
standing. Second, he must be made to practice rapid 
shifting of the body, forward, backward, and to right and 
left. When possible, the aid of a physiotherapist should 
be enlisted. Strong antispasmodics and cerebral stimu- 
lants prove helpful. 

Speech Problems.—Speech is never lost in paralysis 
agitans, except in the terminal days of the illness. Many 
patients, however, have a slurry monotone speech, while 
others talk in a whisper that is difficult to follow. These 
disorders are generally the result of faulty speech habits, 
poor breathing, and lethargy. Articulation can be im- 
proved in every patient through speech exercises that 
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(Thorazine)’ (10-{,-dimethyl propyl! ]-2-chlorophe- 
nothiazine hydrochloride ), is available in 25 mg. tablets, 
and one or two such tablets on retiring brings sleep to 
many of these patients, without after-effect the following 
morning. Among other patients, insomnia is related to 
an inability to relax in bed, because of severe tremor, 
rigidity of spine and limbs, cramps in the muscles, or any 
combination of these. Benztropine has proved almost a 
specific for this. The atropine part of the synthetic re- 
laxes the muscles and the diphenhydramine component 
serves to allay tremor and affords sleep. 

Progression of Symptoms.—Most cases of paralysis 
agitans present a slowly developing course, interspaced 
by stationary phases lasting 5 to 10 years or more. There 
are patients, however, especially among the aged, who 
show rapid progression of symptoms, so that within two 
or three years the rigidity has spread to the spine, neck, 
and both sides of the body, and they can barely move. 


Drues Used in Treatment of Paralysis Agitans 


Drog Manufacturer Dose 


Cogentin Sharp & Dohme ] to 2 me. on retiring or 
twice a day 

Atropine solution, All drug houses 1? minims (0.4 ml.) twice 

a day 

Artane Lederle 2 to 5 me. two or three 
times a day 

Pagitane Lilly 1.25 or 2.5 me. twice a day 

Parsidel Warner-Chileott SO me. three to eight times 


a day 
Rabellon (a pro- 
prietary tablet 
containing bella- 
donna alkaloids) 


Sharp & Dohme 


\% to 1 tablet three times 
a day 


Thephorin Hoffman-La Roche 25 me. three or four times 
day 
Scopolamine All drug houses O63 to 0.6 me. two or three 
times a day 
Benadryl Parke, Davis or me. two to 
times a day 
Tineture of Stra- All drug houses 2 to © drops three times 
monium a dey 
Thorazine Smith, Kline, & 23 or me. on retiring 
French 
Dexedrine 2.5 or 5 me. twice a day 


Smith, Kline, & 
Freneh 


Effects and Comments 


Currently most powerful oral antixpasmodie, Good against maior 
tremor. Tolerated by young and old. Approved by Food and 
Drug Act, but not yet on market 


Strong antispasmodic. Marked dryness and blurring of vision. 
To be used only in postencephalitic cases 


Good antispasmodic. Powerful cerebral «timulant. Falr anti- 
tremor action. Good in treating oeulogyria. Well tolerated 

Good antispasmodic. Powerful cerebral «timulant. Fair anti- 
tremor action. Good in treating oeulogyria. Well tolerated 


Good antispasmodic. Excellent antitremor action. Some patients 
cannot tolerate mental and eye reactions 
Fair antixpa«modte 


Produces feeling of well-being. Mild relaxant action, No dicturb- 
ing reactions 

Kest current drug for tremor. Disturbing side-reactions limit ite 
tise 

Good antitremor action. Disturbing «ide-reactions limit ite use 

Fair antitremor action. Minimal side-reactions 


Good short-acting hypnotic. Limited action against tremor 


Hest one for akinesia, fatigue, and weakness. Sultable for young 
ami © 


utilize the tongue and lips to greater advantage. Anti- 
spasmodics serve to loosen the facial musculature, and 
cerebral stimulants counteract lethargy. 
Emaciation.—Loss of weight is especially likely to 
occur among patients who are tense, excitable, and 
tremulous. These persons consume more calories than 
they ingest. A number of patients have responded favor- 
ably to vitamin B,,. injections of 1,000 meg. twice a week 
supplemented by thiamine hydrochloride, given orally or 
parenterally. Large extra feedings should be employed, 
and these are best administered after 9 p. m., since some 
patients resist taking extra food during the day lest it 
impair their appetite for the regular meal. 
Insomnia.—Insomnia stems from different causes; 
therefore, treatment varies accordingly. Among some 
patients, insomnia is due to factors of worry, apprehen- 
sion, or excitement. Large doses of phenobarbital and 
other barbiturates should be avoided in paralysis agitans, 
since they linger in the body and retard the patient 
throughout the succeeding day. Diphenhydramine and 
scopolamine are better suited to the purpose and leave 
less of a “hangover.” A new drug, chlorpromazine 


If at all possible, such patients should obtain the benefit 
of an intensive regimen of rehabilitation in a hospital. 
The change of environment from the patient's set ways 
of thinking and acting and the impact of several weeks 
of close supervision by the physician, adjustments in 
medication, and daily massage and exercise can prove 
far more beneficial in halting a rapidly downhill course 
than an occasional visit to the physician's office. 
PROBLEMS RELATED TO PERSONALITY AND 
MENTAL STATE 

Personality Problems.—There is no direct effect of 
paralysis agitans on the personality such as occurs in 
multiple sclerosis, in which euphoria appears as part of 
the illness. In paralysis agitans it is the original type of 
personality that shows through the illness, so that some 
patients are buoyant in spirit, others phlegmatic, and still 
others depressed. 

The overzealous type of patient is endlessly in search 
of new remedies and a cure. He is forever scanning the 
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newspapers and journals and seems to know more about 
some new drugs than physicians. It sometimes proves em- 
barrassing. Even so, this type of patient is basically good 
natured and cooperative. Tact accomplishes more than 
biunt rejection of discoveries, which could lead the pa- 
tient to believe that the physician is not quite up-to-date 
and seek help elsewhere. One can usually satisfy the zest 
for new drugs, without doing injury to the patient's buoy- 
ant spirit, by advising that such and such preparation 
requires time for exploration and testing. In most in- 
stances this is true, and it affords opportunity for the 
physician to obtain a full appraisal of the new product. 

The neurotic person is forever looking to the day of 
total disability. The illness is regarded in a hopeless light, 
and the patient more or less challenges the physician to 
prove he can help him. Thus, one woman 60 years 
of age rejects treatment, spends all her time bemoaning 
her fate, and is continually obsessed and depressed by 
the thought that she will some day be a helpless invalid 
and have to be carried about by the family. Another 
woman of similar age and even greater rigidity and tremor 
is spirited and active throughout the day, travels a great 
deal, and participates in various community functions. 
The obsessive neurotic can sometimes be reached by a 
successfully treated friend or neighbor, afflicted with the 
same or a worse ailment, and this approach should be 
utilized when possible. Most often these patients require 
psychotherapy and, occasionally, shock therapy. 

The self-conscious type of patient has only a slight 
tremor and yet feels that the entire world is staring at 
his abnormality. One woman was distressed because 
her little girl was calling attention to her shaking arm and 
was beginning to imitate her. This type of person needs 
guidance and reassurance that the condition is not in- 
herited and that no evil effects will come to the children. 
They do best when occupied; hence, stress should be laid 
on activities that will keep their attention off the tremor. 
One physician became depressed and was sent to a 
mental hospital, because he thought a lull in his practice 
was due to criticism of his abnormality by his patients. 
Another physician, similarly afflicted, carries himself 
with dignity, keeps his tremulous hand in his pocket when 
necessary, and conducts a prosperous pediatric practice. 

The attention-seeking type of patient is so anxious 
to please the physician that every preparation or even a 
placebo works “wonderfully” with him. Unfortunately, 
this lasts but a week or two until he reports the loss of 
benefits and new remedies have to be sought. One is 
never quite certain with this type of patient whether a 
drug is actually doing its job. In fact, these patients are 
hardly concerned with their illness or remedies but want 
a constant audience and reassurance with regard to their 
many complaints. They are highly sensitive persons who 
can easily be offended; hence, special tact has to be em- 
ployed. It is sometimes possible to reach an open under- 
standing with them by pointing up the facts, after which 
better cooperation is achieved. 

The vain and stubborn type of patient cannot accept 
the realities of his illness and persistently refuses to make 
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necessary adjustments to it. An extreme instance is a 
patient of Dr. Brock,'” who was a prosperous and suc- 
cessful executive with a flair for horses and hunting. He 
threatened that the day he could no longer mount a 
horse he would kill himself. He was adamant in his at- 
titude and could not be reasoned with on this score. 
Although his illness was only of moderate proportions 
and he had the means for many years of comfortable liv- 
ing, when the the day came that he could not mount his 
horse, he shot himself. 

The drug-sensitive type is oftenest found among elderly 
patients. These persons are more or less resigned to their 
physical handicaps but are proud of their intact mental 
faculties, which they zealously guard; therefore, any drug 
that renders them “dopey” or fogs their memory, even 
for a minute, is bitterly resented and they immediately 
discontinue its use. Utmost care has to be employed, 
therefore, in the selection of drugs for such patients, and 
it is far better to employ a “tame” drug, such as phenin- 
damine (Thephorin),’' than to chance the reactions of 
stronger acting compounds. If trihexyphenidyl is em- 
ployed, a 2 mg. tablet could be broken into pieces and a 
fragment taken every two hours through the day; how- 
ever, it must be realized that, since these are the patients 
who through long years have accumulated the severest 
grades of tremor, rigidity, contractures, and postural 
deformities, such minute and tame remedies have but a 
minimum impact on the symptoms. A wholly satisfactory 
solution to the problem is not available at this time. 

Mental Problems.—Mental problems are not directly 
due to the illness but are reactions to medication, to en- 
vironmental conditions, or to the disability. Reactions 
to medication are generally found in older patients; hence, 
excess dosage of drugs should be avoided with them. 
Even 5 mg. of trihexyphenidyl administered in a single 
dose has been known to cause confusion, restlessness, 
delirium, and visual and tactile hallucinations. With- 
drawing the drug for a few days leads to the disappear- 
ance of the toxic psychosis. If 10 mg. of trihexyphenidyl 
a day is required in patients over 65 years of age, it is 
preferable to use 2.5 mg. four times daily rather than 5 
mg. twice daily. 

Reactions to environmental conditions are common. 
Tremor is a frequent cause of loss of employment, even 
more so than rigidity, and usually comes at a time of life 
when it is next to impossible for the patient to find or 
adapt himself to a new job. Even adjustment to idleness 
is difficult at this age, but, with the added stress of in- 
jured feelings, economic privation, home problems, and 
future uncertainties, frustration and depression ensue. 
Some patients isolate themselves because of self-con- 
sciousness and become melancholy. A few develop 
paranoid feelings that grow from a conviction that they 
have been let down by the world, or the family, or those 
whom they had befriended during better days. Again, any 
conflict of earlier years between a man and wife is sure 
to be accentuated at this stage, with relatives siding with 
the male patient against his wife. If monetary considera- 
tions enter, they are quick to see the woman neglecting 
the patient and hastening his demise, so that she may gain 
control of his funds. The helpless patient is in the midst of 
the family wrangles and suffers both ways. This and sim- 
ilar situations can be helped by guidance and psycho- 
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therapy, although in some instances not too well, so that 
shock therapy has to be employed. A change of en- 
vironment sometimes proves beneficial. One man was 
retired on a pension and was unhappy with “time hanging 
on his hands.” He moved to St. Petersburg, Fla., and 
found a happy adjustment, with activities of swimming, 
fishing and boating, as well as patients of his own type 
for companionship. Each case has to be treated on its 
individual merits and needs. 

Reactions to the disability vary. Patients with ad- 
vanced disease who are disabled become depressed by 
their total state of helplessness, by their hopeless outlook 
toward the future, or by feelings that they are a burden to 
the family. These patients do constitute a strain upon the 
family. Their contractures and immobility cause aches 
and pains in the body, so that they make endless demands 
to be lifted out of the chair and to be put back into the 
chair, the arm to be stretched, the leg to be pulled for- 
ward, etc. Moreover. many of them dread to be left alone, 
even for a minute. With nurses scarce and too expensive 
for most families and convalescent homes not anxious 
for patients that require so much attention, the children 
are often forced to assume duties that are detrimental to 
their welfare. A daughter may have to leave her job and 
spend 24 hours of the day with her mother, to the exclu- 
sion of prospects for social life and marriage. Further- 
more, because of their disabled state, the patients cannot 
be brought to the physician or clinic for treatment, so that 
they grow progressively worse. It should not be sur- 
prising that some patients, with nothing to look forward 
to, in a fit of depression attempt suicide and thereby are 
sent to a state hospital, where they do not belong. For 
patients of this type, special convalescent homes and a 
Parkinson foundation to initiate the establishment of 
such homes are needed. 


PROBLEMS RELATING TO INTERCURRENT AILMENTS 

Syphilis—Two of every 100 patients with paralysis 
agitans have syphilis as well. The latter is not the cause 
of paralysis agitans but is coincidental to the sickness. 
The progress of the syphilitic condition, even without 
treatment, seems to be held in abeyance by paralysis agi- 
tans, for reasons as yet unclear. 

Diabetes and Arthritis.—Three or four patients in 100 
show a mild form of diabetes. Proper diet seems to suffice 
as treatment in most instances, but a few patients require 
insulin once a day. The diabetes tends to accentuate the 
arteriosclerotic process, so that these patients run a 
somewhat shorter course than patients without diabetes. 
Arthritis exists in about 5° of patients with paralysis 
agitans with pain in the joints, usually in the shoulder of 
the arm affected by rigidity. Roentgenograms almost in- 
variably fail to reveal joint or bony changes other than 
those due to age and disuse. Often pain in a hip is at- 
tributed to arthritis, whereas the cause is actually pos- 
tural and due to body strain on weakened muscles. Sev- 
eral treatments of massage and stretching exercises have 
cured shoulder pain that had been regarded as caused 
by bursitis, arthritis, or fibromyositis. 

Fractures of Hip, Thigh, or Leg.—Fractures occur 
with such frequency among older patients, due to osteo- 
porosis, poor balance, and falls occasioned by accident 
or sudden spasm of the muscles, that they constitute a 
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grave challenge to therapy. Unoperated and unattended 
fractures lead to prolonged bed confinement, in the course 
of which the paralysis agitans progresses to severe pro- 
portions. Fractures must be attended to as early as pos- 
sible, since even the oldest and most fragile-looking pa- 
tients with paralysis agitans tolerate these operations 
surprisingly well. 

Hypertension. —About 80 of patients with paralysis 
agitans have normal or low blood pressure. This includes 
all postencephalitic cases, as well as the older arterio- 
sclerotic cases with slow onset of illness. Twenty per cent 
of persons with paralysis agitans show hypertension with 
blood pressure varying between 160 and 180 mm. Hg, 
and these are usually found among middle-aged patients 
with abrupt onset of illness. Even so, for reasons un- 
known, paralysis agitans tends to keep the hypertension 
within bounds, with or without hypertensive therapy. 
I have observed patients who prior to their illness had 
blood pressures of over 200 mm. Hg registering between 
150 and 180 mm. Hg year in and year out, without bene- 
fit of special medication. While paralysis agitans does not 
cure hypertension, it seems to keep it within safe limits. 

Cardiac Disease. —About 5 of patients with paral- 
ysis agitans have cardiac complications. It is nevertheless 
surprising that most of the patients live to 70 or more 
years of age and show no signs of strain on the heart. 
Even patients with a history of coronary disease or severe 
cardiac abnormalities prior to the onset of paralysis agi- 
tans fare quite well. Paralysis agitans seems to keep the 
cardiac illness under control, even among patients who 
have discontinued medication for the latter. 

Cancer.—For reasons as yet unclear, cancer is phe- 
nomenally rare in paralysis agitans, despite the fact that 
the patients are in the age group of 45 to 75, when the 
expectancy of cancer in the general population is high. 
Only one proved instance of cancer has developed among 
the several thousand cases I have followed during the past 
20 years, and this patient had a rectal cancer, without 
operation or metastases, for 5 years, until she died during 
a vascular episode. 

Tuberculosis. —Not a single case of tuberculosis de- 
veloped among the thousands of patients that I have 
watched and treated during the past two decades. Paral- 
ysis agitans seems to keep this under control, as it does 
cancer and untreated hypertensive and cardiac condi- 
tions. Interesting in this light is a well-authenticated case 
of a person with multiple sclerosis, in whom at 50 years 
of age paralysis agitans developed. During the succeeding 
15 years signs of multiple sclerosis regressed to only a 
feeble Babinski sign in one foot. These situations warrant 
more study than they have thus far received. 

Other Ilinesses.—Ul|cers are extremely rare in paralysis 
agitans and appear as a problem only among patients who 
have suffered from ulcers before paralysis agitans began. 
The postmortem studies of a 72-year-old man with rup- 
ture of an esophageal ulcer revealed that there had been 
a long history of ulcers before the onset of paralysis 
agitans. Glaucoma appears in about one case in several 
hundred, and two such cases followed the use of bella- 
donna drops. In my experience this has been the only 
drug known to have caused glaucoma, although atropine 
could undoubtedly produce the complication if it were 
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employed in older patients. Bed sores and infections 
thereof usually precede the terminal stage of illness, es- 
pecially in cases of neglect. Special care, however, can 
prevent or cure such ulcers. Five years ago a woman 
83 years of age with paralysis agitans had an extensive 
ulcer of the sacral region that was cured with bacitracin 
and close care; there has been no recurrence since. 


COMMENT 

So much has been said here about problems in paral- 
ysis agitans some of which can be remedied and others 
less easily so, that it could lead to a wrong conception 
of the illness. It is justifiable, therefore, to reiterate that 
these problem situations appear in only a small fraction 
of the vast number of persons with paralysis agitans. 
Actually, most patients are easy to treat, first because 
they expect so little and are appreciative of any help ren- 
dered, and, second, because they go through long sta- 
tionary periods when it is relatively simple to maintain 
them in comfort with present armamentarium. Moreover, 
the general practitioner sees the patient from the start 
of the illness, when intensive therapy can help prevent 
many of the problems of later years. Furthermore, it 
should be understood that neurosurgery is not the solu- 
tion to paralysis agitans and is, in fact, of extremely 
limited use. The much heralded anterior choroidal opera- 
tion is hardly as successful as reports would have one 
believe. The postoperative course is stormy and unpre- 
dictable, and there have been more deaths from the op- 
eration than have come to attention.'’ The operation, if 
done at all, has to be limited to patients under 50 years 
of age and to advanced cases, when the desperate state 
of the patient justifies the risks involved. There is claim 
of over a million cases of paralysis agitans in this country, 
and the number is steadily growing. It must be obvious 
that the handful of selected cases temporarily benefited 
by surgery can hardly prove that surgery is the answer. 
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Thus, for the foreseeable future at least, the treatment 
of paralysis agitans will necessarily have to rest on chemo- 
therapy, physiotherapy, and psychotherapy, and for the 
greatest part on the general practitioner. Furthermore, 
because the illness is chronic and progressive, it should 
be clear why treatment has to be a continuous process, 
rather than a haphazard affair. Patients with paralysis 
agitans should be taught that it is to their greatest inter- 
est and welfare to remain under regular medical super- 
vision. Without it, they sooner or later become discour- 
aged, discontinue treatment, and after several years of 
neglect appear disabled and a severe problem for ther- 
apy. If at all possible, every person with paralysis agitans 
should be seen at monthly intervals in order to check on 
their physical status, to evaluate the effects of medica- 
tion, to control side-reactions, to advise on everyday per- 
sonal and family problems, and to administer supportive 
psychotherapy that will keep them active and occupied. 

Finally, attention has to be called to the fact that many 
patients believe that employment will weaken their al- 
ready weakened and rigid muscles and hasten the onset 
of total disability or paralysis, all of which is contrary 
to the truth. Such patients should be advised that the en- 
tire illness is practically no more than rigidity of muscles, 
that there is never paralysis in this illness, and that the 
more they use the muscles the less chance there is for 
the development of shortened and contractured muscles 
that produce pain and deformity. They should be told 
that: Just as running water never freezes, so moving 
muscles never freeze, shorten, or ache. Every possible ef- 
fort should be made to maintain patients with paralysis 
agitans as long as possible in a vocationally or function- 
ally useful role. 

710 W. 168th St. (32). 
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EXPERIENCE IN THE MANAGEMENT OF PATIENTS MEDICALLY 
ADDICTED TO NARCOTICS 


Mark Rayport, M.D., C.M., Lexington, Ky. 


While narcotic analgesics are of unquestioned value 
in the practice of medicine, the occurrence of narcotic 
addiction in the course of treatment for iliness is acknowl- 
edgment of therapeutic failure. Indeed, prolonged, 
regular administration of narcotics by the physician to 
the point of addiction is a last resort in cases in which 
diagnostic procedures and specific methods of treatment 
have been exhausted, apparently without adequate effect, 
on a disease process associated with severe pain. The 
physician feels that to withhold narcotics from such 
patients would be unkind, sometimes humanely impos- 
sible. This is the basis for the belief, widely held by physi- 
cians and occasionally printed in textbooks,’ that 
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medically addicted patients should not be withdrawn 
from narcotics so long as the underlying illness has not 
been corrected. Furthermore, it is felt that the withdrawal 
process itself is a form of stress to which the sick persor 
should not be subjected. It follows, then, that in the 
addicted patient suffering from a painful illness of chronic 
type the only therapeutic possibility is the life-long use 
of narcotics. However, because of the development of 
tolerance to the analgesic action of narcotics, eventually 
an impasse is reached in which the patient's daily narcotic 
requirements are high, yet the alleviation of pain is in- 
adequate. In addition to being medically unsatisfactory, 
this situation is fraught with the possibility of economic 
and social disaster for the addicted patient and his family. 

It is usually under such circumstances—at the end, it 
would seem, of their “therapeutic road,” and often after 
some loss of both means and social status—that medically 
addicted patients are admitted to the U. S. Public Health 
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Service Hospital, Lexington, Ky., one of the two federal 
hospitals dedicated primarily to the treatment of narcotic 
addiction. On the wards of the Lexington hospital it has 
been noted repeatedly and with some surprise not only 
that these patients, admitted for the treatment of addic- 
tion while still suffering demonstrably from the under- 
lying illness, could be withdrawn safely from narcotics 
but that if they remained for the entire minimum period 
of treatment of narcotic addiction (135 days) they came 
to lead comfortable, often active lives while receiving 
merely the specific medicaments, non-narcotic analgesics, 
or physiotherapy required by their underlying illness. To 
test these observations, the present study was carried out 
on a representative group of consecutively admitted male 
patients. As far as can be ascertained, no similar study 
has previously appeared in the literature. 


DEFINITION OF MEDICAL ADDICTION 

Kolb,’ in 1925, in his classical study of personality 
types among narcotic addicts based on a group of 230 
persons that was felt to be representative, at the time, of 
the addict population as a whole, found 9° to be “per- 
sons of normal nervous constitution to whom an opiate 
had been prescribed to the point of addiction to relieve 
the suffering of some prolonged physical condition.” In 
applying Kolb’s classification to the 1,036 patients 
admitted to the Lexington hospital during the fiscal year 
1937, Pescor* found that 3.8% were normal persons 
who had become addicted to morphine “given legiti- 
mately for the alleviation of a painful or distressing 
disease.” In 1944, Felix’ reappraised the personality 
types among narcotic addicts and retained Kolb’s cate- 
gory of “normal individuals accidentally addicted.” 
Vogel, Isbell, and Chapman amplified the description 
of this group as being composed of normal persons who 
had received narcotics over an extended period of time 
in the course of an illness and who, following relief of 
their ailments, had continued to use narcotic drugs. 

The figures in these reports have often been taken to 
represent the incidence of narcotic addiction during medi- 
cal treatment. Used in that manner, these figures must be 
low, since addiction to narcotics in the course of illness 
is certainly not limited to persons of normal personality 
structure. For the purposes of this investigation, a medi- 
cal addict is defined as one who states that he first re- 
ceived narcotics from a physician, to the point of 
addiction, in the course of treatment for illness. At the 
Lexington hospital, medical addicts fall into three sub- 
groups on the basis of the fate of their illness: 1. 
Narcotic addiction initiated during self-limited illness. 
Medical addicts in this group first received narcotics in 
the course of an illness from which they eventually 
recovered, such as lobar pneumonia or fracture of a long 
bone, but did not stop using narcotics. 2. Narcotic 
addiction associated with reversible illness. This group 
comprises medical addicts who, at the time of admission 
to the Lexington hospital, were still suffering from the 
illness during which they had been addicted, and who 
recovered from this illness, such as renal calculi, through 
appropriate treatment during their period of hospitaliza- 
tion. Only a few such medical addicts are seen at the 
Lexington hospital. 3. Narcotic addiction associated 
with irreversible illness. In this group are medical addicts 
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who first received narcotics in the course of an illness 
that is commonly painful, for which narcotics are thus 
likely to have been given, and in which improvement may 
occur through treatment, but in which the pathological 
process is essentially irreversible, such as cardiovascular 
diseases, arthropathies, or causalgia. In these cases the 
clinical evidence was still present, so that the diagnosis 
could be established in the Lexington hospital. 


METHOD 

The method used in this survey grew out of the defini- 
tions just stated. Within one to two weeks after admis- 
sion, all patients entering the Lexington hospital were 
interviewed by a member of the psychiatric social service 
section. Those male patients who answered affirmatively 
to ever having received narcotic drugs from a physician, 
either at the onset or at some time in the course of their 
addiction or during an illness, were further interviewed 
by the investigator. The investigator's interviews were 
conducted between the 90th and 110th hospital days and 
followed a standardized pattern. Data were first obtained 
regarding the patient's use of narcotics, a natural starting 
point for history-taking among addicted patients. This 
was followed by personal history data, past medical his- 
tory, review of systems, history of illness during which the 
patient was addicted to narcotics, including treatment 
received prior to admission, status of that illness on 
admission to the Lexington hospital, and treatment re- 
ceived since admission. The patient was asked to evaluate 
his present state of health and physical comfort, his state- 
ment being recorded verbatim. As a means of verification, 
the interviewer then conservatively summarized in his 
own words what the patient had told him concerning the 
results of treatment. This rephrasing was adjusted if the 
patient did not acknowledge it as correct. 

The patient's chart was then checked for supporting 
data in the initial history recorded by the admitting physi- 
cian, in the physical examination, and in the laboratory 
reports. Opinions as to the patient's hospital course in 
the physicians’, nurses’, and psychiatric aides’ notes were 
reviewed along with weight charts whenever available. 
Weight gain is a useful indicator in view of the loss of 
weight that usually accompanies prolonged addiction and 
because the addicted patient regards weight gain as a sign 
of returning health. Another criterion of recovery after 
withdrawal from narcotics is the subsidence of postwith- 
drawal insomnia. All patients admitted to the Lexington 
hospital are seen by a member of the psychiatric staff 
who, during his interview, obtains an independent addic- 
tion history. The record of this interview was consulted 
in each case to corroborate statements received from the 
patient in connection with the survey. 

Any patient, tentatively diagnosed as a medical addict, 
in whose histories any significant contradiction was 
encountered was removed from the group of medical 
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addicts. This occurred in seven cases. Also excluded were 
those medical addicts who did not remain for the entire 
minimum period of treatment of narcotic addiction. 


CLINICAL MATERIAL AND RESULTS 

Patients at the Lexington hospital fall into three legal 
categories: volunteers, who may sign out at any time; 
probationers from local courts, who would be taken to 
local jails for the remainder of their sentences if they left 
the hospital prior to the completion of their treatment 
for narcotic addiction; and federal prisoners, who may 
not leave until the expiration of their time. 

During 1952, a total of 4,114 patients were admitted 
to the Lexington hospital. An arbitrary number of 1,500 
consecutive admissions occurring between Aug. 8 and 
Dec. 9, 1952, were included in this study. They repre- 
sented 36.4% of all admissions for that year. The com- 
position of this sample with respect to sex and race ts 
compared with that of the whole group im table 1. It is 
evident that the sample is representative of the total. 

Because of differences in cultural and addiction pat- 
terns and in their treatment settings within the Lexington 
hospital, women, Orientals, informers, psychotics, and 
patients with a language barrier were excluded. This 
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Consecutive Admissions 
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report, therefore, is based on 1,065 consecutively admit- 
ted male addicts, of whom 602 (56.5°% ) were volunteers, 
282 (26.5% ) probationers, and 181 (17°) federal 
prisoners. Admission of white patients numbered 694 
(65.2% ) and of Negroes, 371 (34.8° ). Negro patients 
made up 32.1° of volunteers, 17.47 of probationers, 
and 71.3% of federal prisoners. Statistical character- 
istics of the male addict population are presented in table 
2. These data were obtained in each legal category by 
abstracting the chart of every fourth consecutive patient 
not classified as a medical addict. 

Because of readmissions, the figure of 1,065 admis- 
sions represents | ,020 persons, 656 white and 364 Negro. 
Of this number, 182 left the hospital prior to being 
screened by the psychiatric social service, leaving 836 
patients, SO8 white and 330 Negro, whose statements 
regarding the manner of onset of addiction had been 
obtained. Among these patients, 277 (33.1%) had at 
some time received narcotics from a physician. Forty- 
seven of this number left the hospital prior to completion 
of treatment. The remaining 230 patients were investi- 
gated according to the procedure described. Among 
them, 141 were recognized as medical addicts, 137 being 
white and 4 Negro, giving an incidence of 27% among 
white patients and 1.2 among Negro patients. If it 
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were assumed that there were no medical addicts among 
the 182 who left the hospital prior to being screened, the 
respective incidences of medical addiction would be no 
less than 20.9° among whites and 1.1°% among Negroes. 
However, a review at the rate of one in four of the charts 
of these 182 patients gave evidence that such an assump- 
tion was unnecessary. 

The 141 medical addicts comprised 40 volunteers 
(28.4% ), 90 probationers (65.8%), and 11 federal 
prisoners (7.8 ). When compared with the composition 


Taste 2.—Averages of Data by Race and Status on 
Male Nonmedical Addicts 
Legal Status 
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of the male addict population, the medical addict group 
had half the incidence of volunteers and prisoners, twice 
the percentage of probationers, and one-twelfth the 
percentage of Negroes. On admission, medical addicts 
formed of volunteers, of probationers, and 
6° of federal prisoners. However, at the time of dis- 
charge medical addicts made up 31%, 36°, and 6%, 
respectively, of the volunteers, probationers, and prison- 
ers who had remained for the entire minimum period of 
treatment for narcotic addiction. 

Among all male addicts, addiction to synthetic nar- 
cotics such as meperidine (Demerol) and methadone 
was entirely limited to patients receiving narcotics from 
physicians. 

Statistical characteristics of medically addicted patients 
are given in table 3. The probationers had 20° more 
previous admissions than the volunteers. Most proba- 
tioners are former volunteer patients who, after signing 
out against medical advice during an earlier admission, 
reenter the hospital for an entire period of treatment for 
drug addiction. A brief description of each of the three 
groups of medical addicts follows. 


Taste 3.—Data on White Male Medical Addicts 


Group tsroup 3 Average of 


Average Range Average Range cal Addicts 
Age on admission, yr..... 23.9 av 
Age at onset of arhdlie- 
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Group 1.—Medical addicts whose addiction had be- 
gun during self-limited illness numbered 89 (63.1% ). 
They were white men except for one Negro. Their mean 
age on admission, 49 years, was higher than that of any 
other addict group. Even though they averaged four 
years older at the beginning of addiction than nonmedical 
addicts, they had the longest mean duration of addiction 
(18 years). In 25°% of the group, narcotic addiction had 
begun during treatment for traumas of different severity. 
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Another 30° had been chronic alcoholics. They had 
come to know the effects of morphine when it was given 
to them by a physician for alcoholic “shakes.” Each pa- 
tient averred that the conversion to opiates had been 
complete and well-nigh instantaneous; they had used no 
alcohol since. On admission, most of these patients 
showed only such deterioration of health as is incident 
to maintained addiction.” Their clinical management was 
identical with that of nonmedical narcotic addicts. How- 
ever, in 21 of their number (23.6°¢ ), through advancing 
years, chronic painful illnesses had developed, for which 
they were continuing to receive opiates from a physician. 
Clinical investigation according to the method described 
confirmed that these patients fulfilled the criteria of medi- 
cal addiction associated with irreversible illness (group 
3). Despite their prolonged addiction history, the hospital 
course of these patients was identical with that of group 
3 medical addicts, which will be specifically described 
below. 

Group 2.—Medical addicts with reversible illnesses 
were represented by only two patients. Both were white 
and aged 25. One suffered from renal calculi and under- 
went uneventful lithotomy. There was no recurrence of 
symptoms during a year of observation in the Lexington 
hospital. The other patient had had recurrent left-sided 
migraine headaches for seven years. His treatment had 
included ergot preparations, psychotherapy, histamine 
desensitization, cobra venom, and different anodynes. 
Eventually he had become addicted to meperidine. At 
the Lexington hospital, earnest attempts to relieve pain 
by non-narcotic medical means were unsuccessful, with 
one exception. Procaine infiltration of the frontal branch 
of the left superficial temporal artery produced instan- 
taneous, though temporary, relief of pain. This could not 
be duplicated by infiltration with isotonic sodium chlor- 
ide solution. The frontal branch of the left superficial 
temporal artery was excised. The vessel was found to be 
normal on subsequent microscopic examination. Mi- 
graine headaches were relieved and did not return post- 
operatively during a period of three months. 

Group 3.—Medical addicts with essentially irrevers- 
ible illnesses form the most important group from the 
standpoint of this report. These patients numbered SO 
(34.7% ), 25 being admitted in each half of the 1,500 
admissions. Their mean age on entry was 45 years, with a 
range of 23 to 59. Addiction had begun at 36, nearly a 
decade later than in the nonmedical addict. The mean 
duration of addiction had been 10 years, which was less 
than in the nonmedical addict. Three of the group were 
Negroes, in whom medical addiction had begun earlier 
and had lasted longer. 

One may therefore discern a “syndrome” of the 
chronically ill medical addict in which the typical patient 
is a man of middle age, with late onset of addiction 
(fourth decade ), demonstrably ill, and addicted to mor- 
phine or to a synthetic narcotic drug. Among these pa- 
tients, a diagnosis of cardiovascular disease was estab- 
lished in nine. Thirteen had gastrointestinal disease, 5 
pulmonary disease, 11 bone or joint disease, and 12 
neurological illnesses. Withdrawal from narcotics was 
accomplished gradually by the methadone substitution 
method.’ The period of the withdrawal was determined 
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individually for each patient, depending on his physical 
condition and on the dosage during addiction. In this 
series, the duration of withdrawal ranged from 1 to 15 
days. The medical and addiction histories, diagnoses, 
diagnostic evidence. and treatment are summarized in 
table 4. Due to limitation of space, only 40 representative 
cases are listed. In that table the results of 90 to 110 days 
of treatment are presented in terms of the management 
of clinical exacerbations, work assignment carried out 
in the hospital, ability to sleep spontaneously, and weight 
gain (whenever available). The patient's own statement 
is quoted in the last columns of the table. It is followed 
by a letter symbol in brackets that summarizes the com- 
bined opinions of patients and staff as to the patient's 
general condition after 90 to 110 days of hospital treat- 
ment. (A) stands for a very good result, (B) for a good 
one, (C) for a fair one, and (D) for no improvement. 
On the basis of such coding. the following numerical 
summary is possible: (A) was applied in 22 cases, (B) 
in 20, (C) in 7, and (D) in 1. 

Results in Group 3.—Of 50 patients of diverse per- 
sonality structure, admitted for the treatment of narcotic 
addiction while still suffering from a persistent and painful 
illness during which they had been addicted, all were 
withdrawn safely from narcotics and 42 (84° ) stated 
that they felt well or very well while receiving merely the 
specific medicaments, non-narcotic analgesics, and phys- 
iotherapy required by their underlying illness. Many were 
able to hold a work assignment in the hospital. A similar 
result was observed among the 21 older medical addicts 
in group | who were mentioned earlier as also fulfilling 
the criteria for group 3. 


COMMENT 

Environment.—The setting in which these results were 
obtained is relevant. The Lexington hospital is a closed 
institution in which access to contraband narcotics is 
prevented. It is staffed by physicians, other hospital 
personnel, and work supervisors who combine in the 
care of the addicted patient during an initial and brief 
clinical period of withdrawal from narcotics, which is 
followed by a longer rehabilitative period. Daily life in 
the Lexington hospital may be compared with that of a 
partially self-sufficient community in which each member 
is assigned work according to his abilities. Bed, board, 
recreation facilities, and some entertainment are pro- 
vided, and regular hours are kept. The medical, surgical, 
and diagnostic facilities of a general hospital are avail- 
able, including physiotherapy. It is understood that nar- 
cotics are not prescribed in the absence of definite medi- 
cal or surgical indications. However, when these exist (as 
in acute myocardial infarction or massive pulmonary 
hemorrhage or preoperatively), narcotics are admin- 
istered in conformity with established medical practice 
in cases of similar nature. The staff adheres to a stated 
policy in determining the time of discharge for each pa- 
tient. During this survey, the minimum period of treat- 


6. Isbell. H.. and White, W. M.: Clinical Characteristics of Addictions, 
Am. J. Med. 24: $58, 1983 

7. Wikler, A.: Drug Addiction, in Tice, F.: Practice of Medicine, 
Hagersiown, Md.. W. F. Prior Company, Inc.. 1953, vol. p. 17. Isbell, 
H.. and others: Liability of Addiction to 6-Dimethylamino-4-4-diphenyl-}- 
heptanonme (Methadon, “Amidone” or “10820") in Man, Arch. Int. Med. 
SZ: M2 Oct.) 1948, 
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ment was 135 days. This was extended, when required, to 
provide at least 100 days of treatment from the last dose 
of narcotics. It may be seen that the Lexington setting in- 
corporates a number of features that the individual 
physician could reproduce for the medically addicted 
patient in an attempt to obviate the continued need for 
narcotics. Perhaps most important is the knowledge that 
withdrawal from narcotics may be accomplished safely 
during treated chronic illness. 

Medical Addiction.—In the definition of medical ad- 
diction used in this study, reliance is placed on the pa- 
tient’s statement that he first received narcotics from a 
physician. For verification, the patient's recorded state- 
ments on that point during this and previous admissions 
were reviewed. Veracity therefore was equated with con- 
sistency. Because of the nature of drug addiction, useful 
information from external sources was not obtainable. 
Similarly, when any physician is called on to attend an 
addicted patient, the patient's statement as to how he 
became addicted is all that is usually available to the 
physician. 

There is good reason to believe that among persons 
who become addicted to narcotics during treatment for 
illness a number would accept withdrawal from narcotics 
in much the same cooperative spirit with which treatment 
of postoperative phlebitis or other complications would 
be accepted by a patient recovering from an abdominal 
operation. The factors of association with other addicts 
and of access to illegitimate sources of supply are absent. 
The person remains motivated by the social condemna- 
tion of opiate addiction. On his part, the physician has 
the same continuing responsibility to his patient for the 
treatment of medical narcotic addiction that he would 
assume in cases of other therapeutic complication. To 
dismiss a patient from one’s care soon after realizing that 
he is addicted is both physiologically and psychologically 
unjustifiable and socially unsound. Planned withdrawal 
from narcotics should be attempted after informing the 
patient that it is an uncomfortable, but relatively brief 
and definitely self-limited, period. If withdrawal fails 
because of marked manipulative behavior directed at 
securing narcotics, arrangements should be made for 
direct admission to an institution for the treatment of 
opiate addiction. It is generally agreed that institutional 
treatment is required for the confirmed addict. An excel- 
lent review of the management of such addicts has re- 
cently appeared in THE JOURNAL.” 

Methods of Withdrawal.—lt has been stated in this re- 
port that, despite the presence of essentially irreversible 
illness, withdrawal from narcotics may be accomplished 
safely if it is done gradually. The methadone substitution 
method ‘ is used routinely at the Lexington hospital. As 
an alternative plan, gradual withdrawal of the drug of 
addiction may be carried out. However, the methadone 
substitution method is recommended in cases of meperi- 
dine addiction. The length of action of meperidine being 
relatively short, injections would be required at intervals 


&. What to Do with a Drug Addict, report of the Council on Pharmacy 
and Chemistry, J. A.M. A. 149: 1220 Uuly 26) 1952. 


J.A.M.A., Oct. 16, 1954 


of two to three hours, both day and night, to prevent the 
appearance of abstinence changes between doses. What- 
ever the method of withdrawal, a procedure that does 
not use opiates may result in a death in sick persons ad- 
dicted to large doses of narcotics. 

Special care has to be exercised in patients with cardiac 
insufficiency. Patients with active tuberculosis may be 
withdrawn gradually from narcotics without danger of 
aggravating the tuberculous process. All addicted pa- 
tients admitted to the tuberculosis ward of the Lexington 
hospital are withdrawn from opiates unless the disease 
is so advanced that death is likely. After withdrawal, 
they gain weight, observe bed rest, and sleep spontane- 
ously. Cough, if distressing, is treated with minimal 
amounts of codeine, although other medicaments to re- 
lieve cough usually suffice. 

This report does not refer to cases of painful, fatal ill- 
ness. For patients such as those dying of carcinoma, the 
question of withdrawal does not arise. The concern of 
the physician is primarily with relief of suffering and not 
with restoration to useful life. 

Management of Chronic Pain.—In this study it has 
been demonstrated that, under the conditions described, 
after withdrawal it is possible for former opiate addicts 
to adjust without narcotics to chronic pain or discom- 
fort incident to chronic illness. It should be noted that the 
term “medical addict” as defined in this report implies 
nothing with regard to the patient's preaddiction per- 
sonality. Even if clear criteria were available for the diag- 
nosis of normal persons (in the psychiatric sense), it 
is hardly likely that all or most of the patients included 
in this study would fall into that category. It seems, there- 
fore, that, even when the problem is complicated by 
chronic, painful disease, successful withdrawal and satis- 
factory adaptation without narcotics are t on 
factors other than the preaddiction personality. At least 
in the setting described in this report, the attitudes and 
other activities of the physician appear to play a decisive 
role in many cases. 

Morphine is not the answer to chronic pain. Because 
of the development of tolerance to the analgesic effects 
of morphine, alleviation of pain becomes inadequate. 
Under such circumstances the physician, by gradually 
withdrawing narcotics, does not deprive the patient of 
any actual benefit but protects him and his family from 
the possible legal, social, or economic difficulties at- 
tendant on opiate addiction. The administration of mor- 
phine to a patient with chronic pain is a short-lived type 
of kindness. Long-term kindness would begin when 
opiates are withheld or withdrawn in favor of other thera- 
peutic measures. 

Clinically, the distinction of organic pain from psycho- 
genic pain cannot be sustained and should be discarded. 
No matter how tangible its source of origin, in the final 
analysis pain is a psychic phenomenon. It is invariably 
both a sensory and an emotional experience. Factors af- 
fecting any aspect of this whole will modify the total ex- 
perience. In meeting the challenge of chronic pain, man- 
agement directed simultaneously toward several aspects 
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of the total experience is most likely to be successful. 
Means of relieving chronic pain other than prescription 
of opiates should be exhausted one by one. Such meas- 
ures include the use of non-narcotic medicaments, con- 
sultations with specialists, physiotherapy, radiation ther- 
apy, anesthetic blocks, and surgical procedures for the 
relief of pain. At the same time, adjustments in the pa- 
tient’s life setting should be an intrinsic part of the thera- 
peutic plan: increase or, more commonly, decrease of 
physical activity; rest periods, possibly combined with 
self-administered physiotherapy; simplification or in- 
crease of responsibilities, at work or at home. These are 
but a few examples. 

Role of Physician.—A major factor in this adjustment 
is the performance of the physician. The physician who 
views pain traditionally, as merely a symptom of physical 
disease, fails to see that he has before him a personality 
experiencing pain within an individual mental frame- 
work. He disregards the emotional changes that arise with 
pain (such as increased dependency needs and self-cen- 
teredness ) and consequently fails to utilize the resources 
of that personality in adapting to pain. Such a physician 
ands it necessary to administer narcotics frequently and, 
because he offers nothing else, tends to make the use of 
narcotics essential to his patients. On the other hand, 
the attentive physician who is able to offer his patients 
sympathetic understanding, steady support, and realistic 
perspective obtains similar results while resorting infre- 
quently to habit-forming drugs. He prescribes drugs as a 
specific part of the relationship between physician and 
patient and not as a substitute for that relationship. 

Finally, the physician has a continuing responsibility 
in the prevention of medical addiction by consistently 
limiting the administration of narcotics to patients pre- 
senting definite indications. There is increasing evidence 
that a basic reorientation is needed in situations in which 
the routine use of opiates had appeared well established. 
To cite only one example, Papper and associates * have 
shown that over one-third of unselected patients on an 
active surgical service had no significant postoperative 
pain. In determining indications, it is important to evalu- 
ate patients individually. Special care should be exercised 
in prescribing narcotics for those who are or have 
been alcoholics and for patients whose complaints are 
markedly out of proportion to the physical findings. Nar- 
cotics are not the proper means of alleviating distress 

SUMMARY 

In a representative group of 1,020 male opiate addicts 
consecutively admitted to the Public Health Service Hos- 
pital, Lexington, Ky., the incidence of patients medically 
addicted to narcotics was 27% among whites and 1.2% 
among Negroes. The former percentage is considerably 
higher than has previously been recognized. Among med- 
ical addicts, those patients who had been addicted during 
self-limited illness were essentially healthy on admission 
to the Lexington hospital. Their management was iden- 
tical with that of nonmedical addicts. A “syndrome” of 
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the chronically ill medical addict is identified: the typical 
patient is a man of middle age with late onset of addiction 
(fourth decade ), demonstrably ill, and addicted to mor- 
phine or to a synthetic narcotic that he first received from 
a physician, to the point of addiction, during treatment 
for illness. Among 50 such medical addicts studied, all 
had been admitted for the treatment of narcotic addic- 
tion while suffering from an essentially irreversible pain- 
ful illness, during treatment of which they had become 
addicted. All were withdrawn safely from narcotics by 
the methadone substitution method. After these patients 
had been abstinent from narcotics for about 100 days, 
84° stated that they felt well or very well while receiving 
merely the specific medicaments, non-narcotic analgesics. 
and physiotherapy required by their underlying illness. 
Many were able to hold a work assignment in the hos- 
pital. 

Chronic illness need not be regarded as an indication 
for the continued administration of narcotic drugs. The 
successful management of chronic pain without the pre- 
scription of narcotics rests on the recognition that pain 
is never solely a symptom of physical diseases but is an 
experience of the total personality. Treatment, therefore. 
must be directed simultaneously toward several aspects 
of the total experience. 

3801 University St. (2), Montreal, Canada. 


% Papper, E. M.; Brodic, B. B.. and Rovenstine, E. A.: Postoperative 
Pain; Its Use im the Comparative Evaluation of Analgesics, Surgery 
32: 107, 1952. 


Morbidity and Mortality in Poliomyelitis.——In cach of the past 
six years the reported incidence of acute poliomyelitis in the 
United States was higher than at any time in the past. The 
number of cases reached an all-time peak of nearly 58,000 in 
1952, and last year, with about 36,000 cases, was the third 
highest on record; these figures compare with somewhat over 
27,000 cases reported in the major epidemic year 1916. During 
the quarter century from 1917 to 1942, in only three years did 
the reported cases of poliomyelitis exceed 10,000; since then, 
every year exceeded that figure without exception. In contrast 
to the rise in morbidity are the reassuring facts on the trend of 
mortality. . . . In the past decade the average death rate was 
below that in the first two decades of the period under review. 
Even the peak death rates in recent years were less than one 
tenth the rate of 36.8 per 100,000 recorded in 1916. Several 
difficulties are encountered when one attempts to interpret the 
morbidity and mortality trends in poliomyelitis for the country 
as a whole. The incidence of the disease fluctuates widely from 
year to year, as does its geographic distribution. Adequate re- 
porting of cases on a nationwide scale began little more than 20 
years ago, and reporting practices have by no means been 
uniform. . . . The contrasting trends of morbidity and mortality 
reflect, to some extent, the increased proportion of nonparalytic 
cases... . . The proportion of nonparalytic cases reported has 
always tended to be higher in epidemic than in nonepidemic 
years. . . . The reporting of cases was incomplete in earlier 
years, but in recent years there has been some over-reporting 
of the disease. The wide publicity that has been given polio- 
myelitis, coupled with the understandable fear of the disease, 
has made both parents and physicians very conscious of it. Con- 
sequently, children with presumptive symptoms are sometimes 
reported as having poliomyelitis and are counted in the case 
records although the subsequent facts do not justify the initial 
diagnosis.—Statistical Bulletin, Metropolitan Life Insurance 
Company, July, 1954. 
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PREMARITAL MEDICAL EXAMINATION 
Nadina R. Kavinoky, M.D., Los Angeles 


The premarital medical examination can not only pre- 
vent the transmission of venereal disease, as the physi- 
cian complies with the state laws, but with the addition 
of a few simple procedures and explanations by the phy- 
sician at this time, the examination can also prevent many 
marital maladjustments. The physician can prevent mis- 
understandings from becoming deep-seated problems. 
He can give the couple such information about their 
own sexual organs that they can consummate their mar- 
riage without undue trauma. The physician can recog- 
nize and treat potential medical threats to marriage. 
Fortunately, many parents, religious leaders, and edu- 
cators are turning to the physician for medical help in 
preventing annulments and divorces. The premarital ex- 
amination plays a large part in this education. 


STATE LAWS 

The premarital laws in 34 states, and the marriage 
courses given by church and college, bring the bride and 
groom to a physician. The premarital laws require a 
health certificate before the couple is granted a license 
to marry; however, the laws vary from state to state. 
Some only require serologic testing of the male partner; 
other states require serologic tests and medical exam- 
ination of both partners. The medical examination is de- 
signed to detect syphilitic lesions that have not as yet 
shown a positive reaction in the blood. 


EXAMINATION REVEALS “TROUBLE SPOTS” 

A premarital examination as comprehensive as that 
advised by the American Medical Association for peri- 
odic check-ups can relieve anxieties and help a couple 
consider the health aspect of their plans and important 
decisions. A medical, personal, and family history may 
reveal traumatic experiences. A sex inventory question- 
naire may reveal ignorance of simple facts or interest in 
psychosexual pathology. The couple’s ability to ask or 
answer questions, their need to confess, or their reticence 
to discuss past indiscretions are significant. The systemic 
examination may reveal diabetes, obesity, endocrine im- 
balance, malnutrition, or an unstable nervous system. 
These may affect libido, energy for sexual activity, or 
may be the cause of nervous exhaustion, instability, and 
tensions. Hyperthyroidism, for instance, affects tempera- 
ment and reaction time. Respiratory or cardiorenal 
disease may complicate pregnancy. The pelvic examina- 
tion may reveal immature sex organs or pelvic abnormal- 
ity that may limit sexual desire and capacity, complicate 
the first coitus, and lead the couple to conclude that they 
are sexually incompatible. Even moderate pain or bleed- 
ing in the emotionally immature bride may be so trau- 
matic that dyspareunia may be followed by vaginismus 
and eventually by an annulment. 


Read before the Section on Obstetrics and Gynecology at the 103rd 
Annual Meeting of the American Medical Association, San Francisco, 
June 23, 1954. 

1. Warner, M. P.: The Premarital Medical Consultation, M. Woman's 
J. bg 1943. Kinsey, A. C.; Pomeroy, W. B.; Martin, C. E.. and 
Gebhard, P. H.: Sexual Behavior in the Human Female, Philadelphia, 
W. B. Saunders Company, 195}. 


Psychological Threats. —Psychological threats lie in 
inaccurate concepts of sex based on superstitions, hear- 
say, and gossip, on sordid newspaper accounts of divorce 
and sex crime, unrealistic expectations of sex perform- 
ance based on romantic literature and films, and on 
statements made in some of the older books on mar- 
riage. Such inaccurate concepts are: (1) that the hymen 
is a completely intact membrane that must be painfully 
broken and bleed at the first coitus to prove virginity, 
(2) that sexual compatibility is proved by a simultaneous 
orgasm, and (3) that the husband is responsible for his 
wife’s orgasm regardless of her sexual capacity. As a re- 
sult of these misconceptions brides are disappointed and 
grooms frustrated; they feel sexually inadequate if the 
bride fails to have one or more orgasms even before the 
bruises in the hymen are healed. These concepts put such 
emphasis on the orgasm that other joys and satisfactions 
are overlooked. 

Affective Threats.—Aflective threats lie in emotional 
immaturity, which causes unhealthy sexual and personal 
adjustment. This may cause frigidity, premature ejacula- 
tion, and impotence, which may be transitory incidents 
or may become deep-rooted maladjustments. Guilt, re- 
morse, or fear—that a previous venereal infection will 
recur and be transmitted to the loved one, fear of pain, 
fear of unwanted pregnancies, fear of sexual inadequacy 
due to masturbation or to previous unsatisfactory per- 
formance with a prostitute—are the cause of much 
tension. Fear of sexual incompatibility due to size of 
their respective organs also occurs. A girl may have 
heard of brides who were too small, or the bride herself 
may have been told by her physician that she is small. 
She becomes conscious of the size of the erect male organ 
without any consciousness of how adequately her own 
sex Organs are prepared to receive the erect penis. 

One finds fear of the physician, of instrumentation, of 
unknown procedure, and fear that the examination will 
reveal past indiscretions or evidence of masturbation. 
A deep-seated fear of the bride and of her mother is that 
the examination, or fitting of a diaphragm, will break the 
“intact hymen” and remove evidence of virginity. Em- 
barrassment at having the vulva exposed, looked at, or 
touched is a normal reaction, more deeply instilled in 
some racial groups than others. The use of a model of 
the pelvic organs helps the bride visualize her own organs 
and can make the examination more objective. This will 
put a woman at ease. 

As a result of many interrelated factors, brides and 
grooms vary in their readiness for marriage. It is not 
their chronological age, but the kind of preparation at 
home and school, that helps them make mature adjust- 
ments. 

THE BRIDE AND GROOM 

Brides can be divided into two major groups; between 
50 and 65% are virgins '; the others have had sexual ex- 
perience in a previous marriage, premarital experience 
with their fiancé, or promiscuous sexual contacts. Some 
virgins have become familiar with the feeling of an or- 
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gasm through erotic dreams, masturbation, and petting 
without complete sexual contact. Others only begin to 
develop sensory perception through petting and engage- 
ment familiarities. Such experiences sensitize the genital 
nerve endings in the clitoris. Some brides need several 
months of manual stimulation of the clitoris for a spon- 
taneous orgasm to develop. Some virgins are familiar 
with the structure of the hymen and the presence of a 
vaginal canal through the use of inserts for menstrual 
protection; others have learned the scientific nomencla- 
ture in their biology classes but cannot visualize their 
own sex organs. Many know nothing about the “facts of 
life” or how to cooperate to achieve their first sexual 
union. 

Grooms also vary in their background, concepts, 
sexual experience, and understanding. Sexual experience 
may not help the groom understand how to consummate 
sexual union with a virgin or how to obtain and give 
sexual and emotional satisfaction. Grooms vary in their 
ability to maintain an erection and control their orgasm. 
This may be due to anxieties, to long periods of conti- 
nence, or to long periods of release through masturba- 
tion or petting. Most grooms are more sexually mature, 
familiar with their sex organs and function, and have a 
more physical concept of the sexual relationship than 
brides have. Some appreciate the value of tenderness, 
patience, and affectionate, sexually stimulating caresses 
of the erogenous zones as means of developing a spon- 
taneous response. Others are conscientious, literal, even 
mechanical in their sexua! approach. 


PELVIC EXAMINATION 

The first step in the pelvic examination of a virgin is 
inspection of the vulva. The physician should record the 
appearance of the hymen and the size of the opening be- 
fore he begins the bimanual examination. After palpa- 
tion, he should record the texture of the hyfhen, whether 
thin and elastic, thick and fibrous, or whether it bleeds 
easily. The first procedure that helps the bride under- 
stand and cooperate is teaching her how to relax and con- 
tract the vaginal sphincter and pubococcygeous muscles. * 
Even the fearful virgin with a hypertrophied sphincter 
muscle soon learns how to cooperate and develop a more 
spontaneous rhythm. This exercise prevents “honeymoon 
cystitis” in the bride who has a mild degree of stress in- 
continence. The second procedure consists in helping 
her insert a well-lubricated Pyrex centrifuge tube. This 
helps the virgin realize that there is a normal opening in 
the hymen that leads into a deep vaginal canal. 

After the patency of the vaginal canal is determined, 
the tip of the tube is placed within the introitus and tilted 
to follow the natural axis of her vaginal canal. She is then 
asked to bear down as she inserts the tube. The rate at 
which she introduces the tube and her facial expression 
reveal her anxiety. The return of color to her face and 
her relief, as she discovers no bleeding and no pain, con- 
vinces the physician of the therapeutic value of this 
simple procedure. The bride learns more about her 
“mysterious” sex organs in these few minutes than she 
could have learned in hours of talking and studying. The 
bimanual examination, using a vaginal speculum, and 
fitting a diaphragm can usually be done at this time. If 
the girl is tense and fearful these can be postponed until 
the second visit. 
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THERAPY 

Therapy begins with the interview, history, and ex- 
amination. In fact, it begins when the couple realize that 
their physician is interested in helping them make their 
dreams of “living happily ever after” come true. Explana- 
tions, assurance, and peace of mind have psychothera- 
peutic value. This is enhanced by rapport with the phy- 
sician and his staff, their kindly, patient, and sympathetic 
interest and understanding of the couple’s needs and 
even their mistakes. The physician who is brusque, for- 
bidding, cynical, or who sits in judgment cannot put a 
couple at ease or make them receptive; he only strength- 
ens their defense. These are intangible but influential 
aspects of the physician-patient relationship. 

Some medical problems should be treated before the 
wedding, others postponed. Malformations of the hymen 
and vaginal canal and hypertrophy of the vaginal 
sphincters can obstruct the consummation of the mar- 
riage by making the first coitus a painful and psycho- 
logically traumatic experience. A small opening, less than 
1 cm., can be stretched, first in the office, then at home. 
This should be done only after consultation with the 
bride and groom, referring to the condition as one found 
in the “super-virgin.” The word “small” has too many in- 
accurate implications. Stretching is accomplished by one 
or two 15-minute sessions, in which the bride herself 
inserts several graduated vaginal or rectal dilators. These 
should be well lubricated with an anesthetic ointment. 
When she learns to relax the vaginal sphincter and pain- 
lessly introduce a dilator that is *4 in. in diameter, she 
continues the stretching at home, following Dickinson's * 
suggestions. Long, warm douches soften the rigid hymen 
and reduce the hypersensitivity of the membrane. 

Hymenectomy or hymenotomy is surgically expedient 
but psychologically traumatic; vaginismus is not relieved 
but aggravated. Leaving the malformed hymen to nature, 
even with an anesthetic cream, is a good way to prepare 
the couple for an annulment. Septums in the vaginal tract 
must be treated surgically. Immature or atrophic vaginal 
canals can be treated with estrogens and warm douches. 
The juvenile or senile vaginal tract shows the same char- 
acteristics. The vagina is short and inelastic, the mucosa 
thin, bruises easily, and has only poorly developed rugae. 
It is gratifying to see the development of the immature 
canal and the retardation of the atrophic process in the 
older bride when the pattern of frequent gentle sex con- 
tacts is established. 

Grooms may be sexually immature or inadequate in 
function, not necessarily in size, but need treatment for 
their endocrine, nutritional, and metabolic problems as 
well as assurance, understanding, and encouragement to 
relieve their anxieties. Temporary impotence often oc- 
curs from the groom’s inability to inflict pain on his bride. 
This reaction is normal in an intelligent, sensitive man. 
Helping the bride understand and cooperate can pre- 
vent the groom's anxiety about this problem. Other anx- 
ieties are created by fear of pregnancy, coitus interruptus, 
or condoms. 


2. Kegel, A. H.: Sexual Functions of the Pubococcygeous Muscle, 
West. J. Surg. @@; $21-524 (Oct.) 1952; Active Exercise of the Pubo- 
coceygeous Muscle, in Progress in Gynecology, Meigs, J. V., and Sturgis, 
S. H., editors, New York, Grune & Stratton, 1950, vol. 2. 


3. Dickinson, R. L.: Human Sex Anatomy: A ne ae Hand 
Atlas, ed. 2, Baltimore, Williams & Wilkins Company, 
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Pregnar.cy must be discussed. Some couples are ready; 
others must be encouraged to start their family to pre- 
vent sterility. Brides who are already pregnant need the 
physician's help to accept their unplanned child without 
transferring guilt to the innocent infant. 


CONTRACEPTIVES 

Many couples need and request contraceptive advice. 
The vaginal diaphragm and jelly is the most effective 
contraceptive for the virginal bride. She can be fitted and 
instructed in its accurate use several weeks before the 
wedding. Most brides learn to place it accurately and re- 
move it in two 15-minute practice sessions with the 
nurse. Prior to the third visit, the bride is instructed to 
place the diaphragm the evening before the appointment 
and leave it in place. The physician checks her technique, 
the fit and comfort of the diaphragm, and inspects the 
lateral walls of the vaginal canal for any signs of pres- 
sure or irritation. After the bride returns from her honey- 
moon she often needs a larger size, as the rugae and vag- 
inal musculature have relaxed. The condom and jelly 
is less efficient in the virgin, as it slips or breaks from the 
friction of a spastic vaginal sphincter. The rhythm, safe 
period method reinforced by a temperature chart is best 
adapted for the couple who feel guilty using a mechanical 
contraceptive. Guilt could create new tensions, block 
their psychological adjustment, and thus prevent the de- 
velopment of emotional values in the marriage. 


NERVOUS EXHAUSTION 


Nervous exhaustion in the acute form called “pre- 
marital jitters,” should be treated by supportive treat- 
ment—additional sleep and food. A bride on the verge 
of tears is hardly able to create happy sexual contacts. 
Nervous exhaustion also responds to the satisfaction of 
normal emotional needs for love, affection, and security; 
for understanding, encouragement, attention, recogni- 
tion, and status. Family life is enriched by sharing work 
and responsibilities, success and failure. Such coopera- 
tion and comradeship is reflected in the couple's inter- 
personal and sexual relationships. These constitute the 
psychic background of their psychosexual pattern and 
release the dynamic and creative forces that enrich liv- 
ing as well as create new life. 


PSYCHOSEXUAL PATTERN 

Psychic satisfactions in the couple's intimate relation- 
ship are many and varied. Pleasure, adventure, and ex- 
citement in the sexually stimulating preliminaries result 
from the tender caresses of any and all erogenous zones 
and from spontaneous changes of position during sexual 
intercourse. Pleasure in the sexual contact and activity, 
with the added satisfaction of the orgasm, is biologically 
essential in the male. The orgasm has psychological 
value in the female, even though pregnancy does not 
depend on her orgasm. The physician must sanction 
caresses of all parts of the body as well as give greater ap- 
preciation of the relaxation, comfort, nearness, and unity 
that follows the orgasm. To be wanted, to give as well 
as receive pleasure, kindness, and consideration, although 
intangible, are important psychic aspects of the sexual 
relationship. These help the couple accept each other's 
individual differences in sexual need and capacity. 
These psychic aspects satisfy the bride's greater need for 
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affection, especially during the time that she is develop- 
ing her orgasm response. 

The psychosexual pattern is a complex, delicately bal- 
anced physiological and psychological reaction stimu- 
lated by the physiological need for sexual activity. Libido 
can also be aroused, accentuated, repressed, or inhibited 
by any and all other sensory perceptions. 

Healthy personal relationships based on mutual re- 
spect, respect for one’s own sex and the opposite sex, and 
appreciation of the equal social value of the feminine 
and masculine contribution to the family all affect the at- 
titude toward sex. The economic background also affects 
the ability to fulfill the masculine or feminine destiny as 
parents. Cultural backgrounds determine the pattern of 
the couple's relationship. 


COMMENT 

The amount of counseling skill and time that the phy- 
sician must give to help the couple understand and har- 
monize their differences and create their own unique 
psychosexual pattern depends on the individual needs 
of each couple. Their questions and requests help the 
physician evaluate their specific needs, understanding, 
interests, attitudes, fears, aversions, and sense of values. 

Brides and grooms can be classified into several cate- 
gories, according to their readiness for marriage. Group 
1 are enlightened, healthy, and both sexually and emo- 
tionally mature young persons. They have been so well 
prepared for marriage that the physician only needs to 
examine them, explain, and assure them. Their specific 
needs are easily met. Group 2 primarily have physical 
problems that the physician can treat. Group 3 are emo- 
tionally immature or unstable young men and women, 
even though they may be mature in years. They may 
have a good education or may have had much sexual 
experience. These need more time and wise counsel to 
help them establish new attitudes. Group 4 are seri- 
ously neurotic or psychotic men and women. Some are 
addicted to alcohol or drugs; others have a record of 
antisocial or criminal behavior or a history of psychotic 
episodes. These need highly skilled care before they will 
be able to make the necessary marital adjustments and 
carry the responsibilities of parenthood. The physician 
must be on guard to recognize these conditions. The 
parents of psychotic or mentally deficient sons and 
daughters go to great lengths to arrange a marriage for 
them. 


The following list of books and pamphlets help the 
couple learn: 


When You Marry—Evelyn Dovall and Reuben Hill 

Marriage for Moderns—Henry Bowman 

Building a Successful Marriage—J. T. Landis and M. G. Landis 

Before You Marry—Sylvanus Duvall 

Facts of Life and Love-—Evelyn Duvall 

Personal Adjustment, Marriage, and Family Living—J. T. Landis 
and M. G. Landis 

Family Living—Evelyn Duvall 

Marriage and Family Relationship— Robert Foster 

Modern Pattern for Marriage— Walter Stokes 

Marriage Robert Harper 

Marriage Manual Abraham Stone 

Marriage and Sexual Harmony—Oliver Butterfield 

A Handbook for Husbands and Wives Theodore Arden 


Time, love, and patience are necessary to absorb these 
new concepts of right and wrong, of normal or ab- 
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normal, of values and objectives into their own feeling. 
Knowledge can be sterile without motivation of the 
emotions. 

The physician can recognize, evaluate, and treat prob- 
lems. He can make the examination a constructive ex- 
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perience. He can give the couple new concepts of sex, 

new appreciation of the emotional values. He can help 

them develop healthier attitudes and personal relation- 

ships that create the spiritual values in everyday life. 
2400 Beverly Blvd. (57). 


TREATMENT OF JUVENILE MELANOMAS AND MALIGNANT MELA- 
NOMAS IN CHILDREN 


Henry E. McWhorter, M.D., Frederick A. Fiei, M.D. 


Lewis B. Woolner, M.D., Rochester, Minn. 


The concept originally proposed by Pack ' that malig- 
nant melanomas of childhood tend to follow a benign 


course has been cited repeatedly in medical writing. 
Theories of Pack '" and of Spitz * that some as yet un- 
known hormonal influences inhibit malignant melanomas 
during childhood and stimulate them after puberty to 
become highly malignant also find frequent mention. 
Opposing this view have been reports of a small number 
of childhood lesions that appeared to be malignant 
melanomas histologically and clinically.’ Reflecting this 
background, the treatment of pigmented tumors in child- 
hood is subject to contradictions and confusion. Con- 
servative treatment of childhood malignant melanomas 
advised by Pack" is at variance with suggestions for 
radical excision and dissection of lymph nodes.‘ Such 
formidable ideas as the prophylactic removal of all child- 
hood pigmented nevi have been offered.’ Largely resolv- 
ing these problems, Allen and Spitz" recently presented 
a new and logical concept of these pigmented tumors in 
childhood. Studies at the Mayo Clinic have provided 
additional confirmatory evidence.’ We trust that a review 
of our studies and a presentation of the principles of 
treatment of these lesions will be of value not only to 
surgeons concerned with operative decisions but to all 
physicians, as these lesions first must be understood, 
properly diagnosed, and classified before treatment is 
undertaken. 
REVIEW OF LITERATURE 

As already mentioned, Pack,'* in 1939, reported that 
malignant melanomas in childhood tended to be of low- 
grade malignancy and seldom metastasized. Series of 
cases presented as malignant melanomas in this age group 
by Sylvén * and by Webster and associates * gave further 
weight to this concept, as did additional cases reported 
by Pack and co-workers.” The histological appearance 
of these tumors was said to be indistinguishable from 
adult malignant melanomas, yet they all followed a benign 
course. In 1948, Pack '* suggested that these lesions be 
termed “prepubertal melanomas” and be considered as 
clinically separate from adult malignant melanomas be- 
cause of their benign behavior. In 1949, Sylven ‘ reported 
11 cases with a 100% survival rate and also made a 
proposal for a separate clinical classification. 
Shortly after Pack’s suggestion, Spitz* gave evidence 

that in at least half of these cases there might be some 
histological, as well as clinical, difference between what 
she called “juvenile melanomas” and adult malignant 


melanomas. She included in her series of juvenile mela- 
nomas one clinically malignant tumor, however. In the 
aforementioned recent comprehensive study of malignant 
melanoma, Allen and Spitz concluded that the lesions 
with a benign course, long referred to as childhood malig- 
nant melanomas and described histologically by Spitz as 
juvenile melanomas, often could be differentiated as 
specific histological entities distinct from adult malignant 
melanomas. Lesions of this specific histological appear- 
ance were also seen in adults and followed a benign 
course. These authors presented five true malignant 
melanomas in children, all of which had a highly ana- 
plastic histological picture and three of which caused 
death. 

At this point it was becoming increasingly clear that 
there was a lesion occurring characteristically in children 
that had a microscopic picture easily mistaken for that 
of malignant melanoma but that followed a benign 
course. This lesion, referred to as the juvenile melanoma, 
was gradually taking its place as a subheading under the 
classification of benign pigmented nevi. Yet the reported 
cases of true malignant melanoma with metastasis and 
death*® provided documented evidence that malignant 


Fellow in Plastic Surgery (Dr. McWhorter), member of Section of 
Plastic Surgery and Laryngology (Dr. Figi), and member of Section of 
Surgical Pathology (Dr. Wooiner), Mayo Clinic and Mayo Foundation. 
Dr. McWhorter is now practicing in loledo, Ohio. 

The Mayo Foundation is a part of the Graduate School of the 
University of Minnesota. 

This paper is in part an abridgment of a thesis submitted by Dr. 
McWhorter to the faculty of the Graduate School of the University of 
Minnesota in partial fulfillment of the requirements for the degree of 
Master of Science in Plastic Surgery. 

1. (a) Pack, G. T., and Angiem, T. J.: Tumors of Soft Somatic Tissues 
in Infancy and Childhood, J. Pediat. 13: 372-400 (Sept.) 1999. (4) Pack, 
G. T.: Prepubertal Melanoma of Skin, Surg, Gynec. & Obst. S@: 174- 
375 (Mar) 1948. 

2. Spitz, S.: Melanomas of Childhood, Am. J. Path. 24: 591-409 
(May) 1948. 

3. McWhorter, H. E.. and Woolmer, L. B.: Pigmented Nevi, Juvenile 
Melanomas, and Malignant Melanomas in Children, Cancer 7: 564-585 
(May) 1954. 

4. Pickrell, K. L.; Masters. F. W.: Georgiade, N. G., and Horton, 
C. E.: Tumors of Head and Neck in Infancy, Childhood and Adolescence. 
Piast. & Reconstruct. Surg. 12: 10-23 Uuly) 1953 

5S. Coffey, R. J.. and Berkeley, W. T.: Prepubertal Malignant Mela- 
noma, Report of Case, J. A. M. A. 147: 846-849 (Oct. 27) 1951 

6. Alien, A. C., and Spitz, S.: Malignant Melanoma: A Clink 
logical Analysis of Criteria for Diagnosis and 
Wan.) 195}. 

7. Sylvén, B.: Malignant Melanoma of Skin: Report of MI Cases 
Treated During Years 1929-1943, Acta radiol. 32: 33-59 Uuly) 1949. 

&. Webster, J. P.; Stevenson, T. W., and Stout, A. P.: Surgical Treat- 


Prognosis, Cancer @: 1-45 


ment of Malignant Melanomas of Skin, S$. Clin. North America 234: 

319-399 (Apr) 1944, 
9 Pack, G. T.; Perzik, S. L.. and Scharnagel, I. M.: Treatment of 
California Med. @@: 283- 


Malignant Melanoma: Report of 862 Cases, 
287 (May) 1947. 


and 


melanoma did occur in children and with the same pos- 
sibly grave consequences as in adults. Another authentic 
case was recently reported by Williams.'* A problem 
remained, however, in that, according to Allen and Spitz, 
about a third of the juvenile melanomas could not be 
differentiated histologically from adult malignant mela- 
nomas and could be identified as juvenile melanomas 
only by knowing the age of the patient. Also remaining 
for future investigation was their impression that true 
malignant melanomas in children had a_ particularly 
virulent microscopic appearance. Thus, whereas pre- 
viously it was said that malignant melanomas in child- 
hood were peculiar in their clinical course but were 
histologically indistinguishable from adult lesions, now 
the idea was presented that the clinical course of true 
malignant melanomas in children was comparable to that 
of lesions in adults but their histological appearance was 
exceptional. Our experience with these childhood lesions 
at the Mayo Clinic has offered additional clarification of 
these new concepts. Our cases, which have been pre- 
sented in detail elsewhere,’ will be briefly reviewed as a 
background for the consideration of treatment. 


JUVENILE MELANOMAS 

There were 11 cases in the files of the clinic that we 
thought should be classified as examples of juvenile 
melanoma. This classification was based on the finding 
of features described by Allen and Spitz, on the similarity 
of these lesions to one another, and on the fact that the 
lesions presented many characteristics that set them 
apart from both pigmented nevi and malignant mela- 
nomas. These 11 lesions occurred in children between 
the ages of 1 and 9 years; seven of the children were 3 
years of age or younger. There were five boys and six 
girls. The tumors were located oftenest on the head 
(seven patients), favoring particularly the cheek (four 
patients). Other lesions occurred on the shoulder, fore- 
arm, knee, and dorsum of the foot. The lesions were rela- 
tively small, ranging between 4 mm. and | cm. in 
diameter. They tended to be elevated, some of them very 
slightly, while others formed a rounded protuberant mass. 
Pigmentation was usually minimal. The color of eight 
lesions was recorded; six were red or pink, one was 
slightly pigmented, and one was brown. One lesion was 
unusual in its occurrence as a hairless nodule in an exten- 
sive pigmented nevus. None of the juvenile melanomas 
were grossly hairy. Most of these lesions had been noted 
for less than a year. The rate of growth, when recorded, 
was gradual in four cases and was rapid in one case for 
the previous three weeks. One lesion did not appear to be 
growing. 

Microscopically, these juvenile melanomas often had 
several rather characteristic cellular types and patterns 
and subepidermal features that helped to make them 

izable. Above all, the critical finding appeared to 
be that the cells were large, often equal in size to large 
malignant melanomatous cells, yet were peculiarly lack- 
ing in the anaplastic changes seen in malignant melano- 
matous cells of this size. Careful scrutiny of the cells for 
the anaplastic changes of malignant melanoma is most 
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important in making the occasionally difficult distinction 
from this disease. 

Three of the 11 patients had undergone treatment two 
to four weeks previously that had not completely eradi- 
cated the tumor, and residual growth was found at the 
clinic after wide excision of the recently treated areas. 
Three of the juvenile melanomas were treated by local ex- 
cision only. The remaining five lesions were removed pri- 
marily by surgical or diathermy excision, the extent of 
which was known to be wide in two patients but may have 
been less in the other three. Four patients received irradia- 
tion in addition. All of these patients were followed for 
3¥2 to 232 years. Eight patients had five-year follow-up 
studies. All 11 patients were well at the time of follow-up 
without any evidence of recurrence or metastasis. These 
studies indicate the benign nature of juvenile melanomas, 
particularly when it is considered that the treatment in 
about half of these patients either was delayed after 
primary inadequate surgical intervention or was merely 
local excision. 


TREATMENT OF JUVENILE MELANOMAS 

Although the course in all our cases of juvenile mela- 
noma and those of Allen and Spitz was benign after 
removal of the tumors, little is known about the ultimate 
outcome of these lesions if left undisturbed. Allen and 
Spitz reasoned that there is a tendency for these growths 
to mature into quiescent intradermal nevi in later life. 
Two of us (H. E. McW. and L. B. W.) observed a mature 
intradermal lesion removed from the same extensive 
nevus in which a juvenile melanoma had been found 
earlier, which suggests this same process.* It is conceiv- 
able, however, that certain of these juvenile melanomas 
may become more active rather than less with the passage 
of time or with the possibility of some unknown stimula- 
tion; however, there is no known reason why they should 
be considered more dangerous potentially than a junc- 
tional nevus. 

The removal of any lesion in a child is surely indicated 
if, because of its size, progressive growth, elevation, 
minimal pigmentation, or reddish color, it suggests a 
juvenile melanoma. This removal, we feel, is best per- 
formed by excision with a scalpel; the excision need only 
be adequate for complete removal of the tumor. The 
junctional element of these growths usually does not 
extend far beyond the margins of the raised tumor itself, 
and the dermal element typically does not extend deeply 
into the subcutaneous tissue; thus, radical excision of 
normal cutaneous margins and subcutaneous tissue is 
not considered necessary. 


MALIGNANT MELANOMAS IN CHILDREN 

Between 1907 and 1949, five children 12 years of age 
or less who had true malignant melanomas were seen at 
the clinic. The clinical picture in these five patients 
differed markedly from that in the previously described 
group of 11 who had juvenile melanomas. Histological 
study disclosed a significant difference between the ac- 
tivity of these malignant lesions and that of juvenile 
melanomas. When first seen, these five patients were 4, 
8, 9, 10, and 11 years of age. No signs of precocious 
development were present. There were three boys and two 
girls. Four of these lesions were on the face or ear; the 
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site of the fifth is not definitely known but was presumably 
the thorax. Two patients already had microscopically 
proved metastasis on admission, and one other had clini- 
cally evident involvement of the regional lymph nodes; 
all three of these prepubertal patients died of generalized 
metastatic disease within a year after they were seen at 
the clinic. This occurred in spite of wide excision of the 
lesion in two patients (previously treated), preceded by 
dissection of the nodes in one and followed by irradiation 
of the nodes in the other. The third patient had general- 
ized spread and received no treatment. The other two 
patients were seen before the primary lesion had shown 
clinical evidence of spread; these tumors were widely 
removed, and roentgen therapy was given. One pa- 
tient died six years after operation, after the slowly pro- 
gressive appearance of black cervical nodes and general- 
ized metastatic lesions. The other is well 21 years after 
treatment. 

The primary lesions in all these patients were small 
(1 cm. or less), including one patient in whom small 
foci of malignant melanoma were found in an extensive 
hairy pigmented nevus. Histologically all five lesions 
were unquestionably malignant; this was particularly no- 
ticeable in the irregularity of size, shape, and organization 
of the cells, nuclei, and chromatin, and in the abnormally 
enlarged nucleoli. The growths all contained various 
aMounts of pigment, which was demonstrated to be 
melanin. The microscopic findings were those that would 
be expected in malignant melanomas in adults. Although 
several tumors showed great anaplasia, the range of 
histological activity in all five lesions did not appear to 
differ from that seen in adult malignant melanomas. Thus, 
we do not think, as do Allen and Spitz, that malignant 
melanoma as seen in children has any exceptional histo- 
logical pattern of excessive virulence. Although at least 
a dozen cases in the literature demonstrate that true 
malignant melanomas occur in children and may metasta- 
size and cause death just as in adults, nevertheless these 
lesions apparently are rare. Aside from their rarity we 
consider that malignant melanomas in children do not 
differ clinically or histologically from those seen in adults. 


TREATMENT OF MALIGNANT MELANOMAS 
IN CHILDREN 

Suspicion should be aroused, in children as in adults, 
by any rapidly growing, easily traumatized, or ulcerated 
growth, or by one that is darkly pigmented or that has 
changed in color. Radical primary excision has little 
place in childhood lesions because of the rarity of malig- 
nancy. Biopsy or excision is indicated, of course. One 
should keep particularly in mind that almost all pig- 
mented nevi in children have a prominent junctional 
change, that is, a superficial proliferating element. These 
childhood nevi normally are not the mature quiescent 
“moles” of adults. They are, rather, growing and matur- 
ing and will some day, through the “normal evolution” 
of the pigmented nevus, become the quiescent, harmless, 
intradermal nevus that is the common adult mole. Rarely 
will they become malignant. One should remember that 
any nevus in a child may appear to be enlarging some- 
what in size; removal of all of these, although it might 
be of some theoretical value in preventing malignant 
melanomas, would be an impossible and never-ending 
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task. When a true malignant melanoma is discovered in 
a child the treatment should be the same as in the adult. 

Local Lesions.—The generally accepted treatment for 
the local lesion of malignant melanoma is that of radically 
wide excision, with the probable need for skin grafting 
of the resulting defect. The margin of apparently normal 
skin and deeper tissues that should be allowed around 
a malignant melanoma is variously stated.'' No specific 
width of border can be suggested to suit all lesions, but 
it is imperative to remove the greatest possible margin 
in view of the fact that reports containing any information 
on local recurrence present a dishearteningly high rate 
of 20% or more.'* This appears to be one factor 
in the poor results in this disease that could be attacked 
more vigorously. The excision required for a malignant 
melanoma differs greatly in extent from that required for 
a squamous cell or basal cell carcinoma of the skin. This 
is far from being universally recognized. 

Of direct application to this problem is the recent anal- 
ysis of Allen and Spitz, which presents a new rationale 
for wide excision in malignant melanoma. Classically, it 
has been thought that wide excision of malignant melan- 
oma was based particularly on the need to excise the lym- 
phatic and venous channels in the vicinity. This idea goes 
back through many clinical impressions in the literature 
to the totally undocumented brief article of Butterworth 
and Klauder,'* in 1934, and the frequently quoted re- 
port of Handley,''* in 1907. The latter study was based 
on a single autopsy in which only an extensive area of 
metastatie*lly involved inguinal nodes was examined; it 
is questionable that this material has direct application to 
the problem of the local lesion, even if Handley’s con- 
clusions were sound. Allen and Spitz expressed the be- 
lief that most local recurrences result not from local lym- 
phatic and venous metastatic spread but from potentially 
malignant junctional foci that lie in the skin surrounding 
the primary malignant melanoma. For this reason ex- 
cision of a wide margin of apparently normal skin is 
more helpful than excision of the deeper tissues. Allen 
and Spitz stressed that eight radial sections should be 
taken to determine microscopically the clearance of junc- 
tional change. We agree that this concept is very worthy 
of consideration in the treatment of these lesions. It is 
our opinion that the widest practicable excision of the 
local lesions of malignant melanoma is indicated. As 
mentioned previously, the resulting defect usually re- 
quires some type of coverage, usually provided best by 
a split-thickness skin graft. 

Regional Lymph Nodes.—Most authors agree that 
radical dissection of the lymph nodes is indicated when- 
ever clinically palpable and operable regional nodes are 
present. When the nodal involvement is extensive it is 
a matter for each surgeon to decide whether a major, 
radically deforming procedure should be undertaken. 
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A great number of writers also apparently agree that im- 
provement in the survival rate should result from routine 
“prophylactic” dissection of the nodes in patients who 
have nonpalpable nodes. '* 

It is the opinion of the consultants in the section of 
plastic surgery and laryngology at the clinic that there is 
no convincing evidence in favor of routine prophylactic 
dissection of nodes in this disease. Although prophylactic 
dissection is not considered to be warranted, we do 
think that hesitancy has no place when dealing with a 
clinically suspicious lump in the nodal area; dissection of 
the nodes should be done immediately under these cir- 
cumstances. By this program we consider that the large 
percentage of patients who will be cured by treatment 
of the primary lesion alone, the considerable number who 
have blood-stream metastasis before or coincident with 
nodal metastasis,’ and the patients who have involved 
nodes beyond the operative site are all spared the un- 
necessary intervention and risk of a radical “prophylac- 
tic” procedure. Of the patients reported by Allen and 
Spitz to be clinically free of disease five years or more 
after treatment, 68.3°% had only local wide excision and 
another 13° had dissections of nodes that disclosed no 
involvement. Thus, more than 80% of the patients who 
survived five years without disease either patently or 
conceivably had no need for dissection of nodes. 

The crucial question regarding the advocacy of radical 
prophylactic dissection of nodes in this disease is whether 
its routine employment would actually improve the over- 
all survival rate. Clarke's series '' is the only one re- 
ported in which patients who had “prophylactic” dis- 
section of nonpalpable nodes performed primarily are 
compared with patients who had therapeutic dissection 
of nodes for involvement found during regular follow-up 
examinations. In Clarke's experience the survival rates 
were essentially the same whether the regional nodes 
were attacked prophylactically or were watched and 
treated later when found clinically enlarged. 


COMMENT 

It appears that the juvenile melanoma, long mistaken 
for malignant melanoma in children because of histo- 
logical similarities and because of its commoner occur- 
rence in this age group, is a specific benign entity and not 
a variant of malignant melanoma. This same histological 
lesion has been seen by us in several adults; we also have 
seen a juvenile melanoma that was removed from the arm 
of a 14-year-old girl who was having normal menstrual 
periods and who was found to be well without recurrence 
10 years later. It is not, therefore, an exclusively pre- 
pubertal lesion. Our experience has been that virtually 
all of these lesions are histologically recognizable as such. 
Knowledge of the patient's age may increase the index of 
suspicion but is not essential for diagnosis. Although ad- 
mittedly the microscopic differentiation of juvenile mela- 
nomas from malignant melanomas may not always be 
easy, nevertheless it can be made and is greatly facilitated 
by increasing experience with these tumors. As these le- 
sions make up 6 to 8% of surgically removed nevi in 
children, familiarity with them should gradually become 
much more general than it is today. 
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With regard to the treatment of malignant melanoma, 
we are not unalterably opposed to the principle of “pro- 
phylactic” dissection of nodes for malignant melanoma, 
but we do consider that at present there is not enough 
evidence in its favor and there are factors that speak 
against it. Our experience suggests that little significant 
improvement might be expected from such a program. 
Attention could be directed more profitably to treatment 
of the local lesion, which the consistently high reported 
rates of local recurrence indicate to be inadequate. Im- 
provement in this factor should significantly increase the 
already high percentage of survivors who have only local 
treatment and should decrease the number of patients 
who have subsequent nodal spread and require dissection 
of nodes. 

SUMMARY AND CONCLUSIONS 

The juvenile melanoma is a newly identified lesion that 
appears to be benign and that can be differentiated his- 
tologically from malignant melanoma, with which it has 
been confused in the past. It comprises 6 to 8% of all 
pigmented nevi surgically removed from children. It is 
also seen rarely in adults. Juvenile melanomas should be 
treated by complete removal, which need not be radically 
wide. 

Malignant melanoma occurs in children and may result 
in metastatic spread and death. It is rare in prepubertal 
persons. When it occurs, it does not differ clinically or 
histologically from malignant melanoma in adults. The 
treatment of true malignant melanoma in a child should 
be the same as in adults. As wide an excision of the 
primary lesion as practicable should be undertaken. The 
resulting defect usually requires a skin graft. The pa- 
tient then should be checked frequently for any evidence 
of involvement of lymph nodes. Regional dissection of 
lymph nodes is indicated for any nodal enlargement that 
appears to be metastatic in origin. Routine dissection of 
regional nodes as a “prophylactic” procedure for non- 
palpable nodes is not warranted on the basis of present 
evidence. 

13. Allen and Spitz.” Syivén.’ Decker and Chamness.""" 
Melanomata 


14. Clarke, J. M.: Malignant : Some Points in Treatment 
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Multiple Immunizations.—At the present time inoculation of 
single antigens need not be given except under special circum- 
stances, such as using pertussis antigen at one or two months 
of age. Since multiple antigen preparations generally produce 
little more reaction than antigens used singly, and antibody pro- 
duction is equal to or better because of an adjuvant effect, as 
in the instance of diphtheria and tetanus in the presence of 
pertussis antigen, multiple antigen preparations containing these 
antigens should be employed beginning not later than three 
months of age, and earlier if the occurrence of pertussis, diph- 
theria, or both so warrant. Smallpox vaccination may be carried 
out at any time during the first year of life, but preferably on 
the last injection of the full course of three or four injections 
of a multiple antigen preparation. No absolute schedule can 
be followed under all circumstances, particularly in view of the 
differences in immunity status of communities, and because field 
studies have lacked adequate population risk to pertussis and 
po samy under test conditions other than mild endemic occur- 
. Further investigations are needed to elucidate the prob- 
H. Top, M.D., F.A.C.P., The Age for Im- 
munization, Annals of Internal Medicine, August, 1954. 
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SPONTANEOUS RUPTURE OF TUBO-OVARIAL ABSCESS INTO THE 
FREE PERITONEAL CAVITY 


Herman H. Lardaro, M.D., New York 


The general use of antibiotics has resulted in a de- 
crease in the incidence and severity of pelvic inflamma- 
tory disease. Nevertheless, patients with tubo-ovarial 
abscess are still being seen at Bellevue Hospital. Some 
of these abscesses rupture and result in severe generalized 
peritonitis that requires laparotomy. If the rupture is not 

. the patient will die. The possibility of rupture 
into the free peritoneal cavity must constantly be borne 
in mind, as the prognosis depends primarily on the speed 
with which the diagnosis is made and the time interval 
between rupture and laparotomy. 

Of the 24 papers dealing with ruptured pelvic inflam- 
matory masses that were published during the 16 years 
covered by this report, only 2 were concerned with rup- 
tured tubo-ovarial abscesses. These reported a total of 
51 cases. I do not feel, however, that this is a true 
estimate of the incidence of this condition. The fact that, 
except for the report of Miller ' in 1945, no group of 
such cases has been presented from any large institution 
with a similar type of gynecologic service would strongly 
suggest that only a small percentage of these cases have 
been recognized or at least reported. 


INCIDENCE 

It has generally been believed that intraperitoneal rup- 
ture of a tubo-ovarial abscess is exceedingly rare; so rare, 
in fact, that it constitutes a curiosity and its possibility 
is hardly ever considered during the palliative manage- 
ment of suppurative pelvic inflammatory disease. Miller 
emphasized this supposed rarity by stating that his com- 
placency had been rudely shattered when he found 21 
deaths had been caused by ruptured tubo-ovarial ab- 
scesses over a six year period at the Charity Hospital of 
Louisiana. He collected information on 37 tubo-ovarial 
abscesses that had ruptured intraperitoneally at that in- 
stitution during the 17 year period ending Dec. 31, 1943. 
The medical examiner's office of New York City has 24 
instances listed as the cause of death in an estimated 
7,200 autopsies on women during the nine year period 
from 1935 to 1943, inclusive. Mention of this possibility 
is rarely found in current textbooks. No report of this 
occurrence can be found in Ricci’s * summarization of 
the gynecologic literature of the 19th century. 

One purpose of this study was to see if criteria for the 
diagnosis of a pending or probable rupture could be 
established, as operation before rupture certainly pre- 
sents less hazards and offers greater leeway for more 
satisfactory surgery. Surgical ruptures of even large tubo- 
ovarial abscesses during operation are benign compared 
with rupture occurring in the closed abdomen. This is 
true not only in the patients with sterile abscesses but 
also in patients showing definite clinical evidence of in- 
flammatory activity. 

Simpson's * rule is still followed on the 
service at Bellevue Hospital in the conservative palliative 
treatment of pelvic inflammatory disease. However, some 


patients with tubo-ovarial abscesses respond poorly, if 
at all, to palliation. Others get worse, and an appreciable 
percentage of the patients may die if operation is deferred 
too long. 

From January, 1935, to January, 1951, 54,838 pa- 
tients were admitted to the gynecologic departments of 
Bellevue Hospital. The primary diagnosis for 11,016 of 
these patients was pelvic inflammatory disease. Of these, 
751, or 7%, had tubo-ovarial abscesses. Twenty-three 
(3% ) of the abscesses were ruptured; rupture was con- 
firmed surgically or by autopsy in 19 cases, and in the 
other 4 the evidence was unmistakable. 

The operative diagnosis was made on the 
of free pus in the peritoneal cavity, directly traceable 
to a tubo-ovarial mass. The site of rupture usually was 
easily identified. The amount of free pus occasionally 
was small; usually, it filled the entire abdominal cavity. 
In every patient operated on or seen at autopsy, a def- 
inite perforation was observed in the mass, which was 
often collapsed. In no case was the tube identified as an 
anatomic entity separate from the ovary. 


ANALYSIS OF CASES 


There was nothing striking about the age of the pa- 
tients. The youngest patient was 16, and the oldest were 
46; there were four patients who were 46 years old. 
Twelve patients were Negro and 11 were white. 

Etiology.—Several authors stress a fall, a blow, or a 
too vigorous pelvic examination as being the inciting 
cause of rupture. These factors were not evident in this 
series. In the eight patients in whom rupture occurred 
before admission, it was impossible to indict trauma as 
the cause of the accident. In one patient, rupture oc- 
curred 11 hours after the last pelvic examination; in 
another, it occurred 18 hours afterward. In the other 
patients, the interval was much longer. In five instances, 
rupture occurred within two days after admission. In 
seven others, it occurred from 3 to 10 days after admis- 
sion. In one of the patients who died, the rupture took 
place 24 days after admission and several days after the 
last pelvic examination. In three instances, rupture oc- 
curred after the patient had been at complete rest in bed 
for over five days. 

Previous History.—It seems important to note that a 
history of previous pelvic inflammatory disease existed 
in only 8 of the 23 patients. Furthermore, in no case was 
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the inflammatory history that led to the patient's ultimate 
hospitalization of long standing. In most instances, the 
impelling symptoms had existed for only several days. 

Bacteriology.—Cervical and urethral cultures or 
smears were taken on most of these cases and were neg- 
ative for gonococcus in every instance. Cultures taken 
at operation unfortunately were often not reported. In 
two of the eight instances in which there was a bacterio- 
logical report, the culture was sterile. In two it showed 
Micrococcus (Staphylococcus) pyogenes var. aureus, and 
in two others the growth showed M. pyogenes var. aureus 
and Escherichia coli. In a patient who died after opera- 
tion, the blood culture had twice been positive for M. 
pyogenes var. aureus and Esch. coli. In two other cases, 
cultures were made at autopsy. In one patient, the pus 
from the abscess showed anaerobic streptococci, while 
in the other patient Streptococcus viridans was present 
in the spleen and venous blood. This lack of bacterio- 
logical information is not unique. Every report, including 
those of Miller and Uebermuth,* shows the same defi- 
ciency. It seems certain, however, that the causative or- 
ganism may vary and that rupture can occur even in 
abscesses that are apparently sterile. 

Diagnosis.—In 17 instances, the rupture occurred in 
a left tubo-ovarial abscess. In four, the right tube and 
ovary were ruptured, and in one case there was bilateral 
rupture. In one case, the location of the abscess could 
not be determined. 

The diagnosis has been arrived at more frequently 
than in the series reported by Miller. Miller stated that 
at the Charity Hospital in Louisiana, the diagnosis was 
tentatively made in only 2 out of 42 cases, and it was 
never made definitely. From a perusal of the literature, 
he concluded that the diagnosis is seldom made before 
operation or before death in the patients not operated 
on. A ruptured abscess was our main or sole diagnosis 
in 16 patients, though 2 patients were operated on pri- 
marily for the second possibility of a twisted ovarian cyst. 
In the remaining cases, the primary diagnoses were 
diverticulitis with twisted ovarian cyst, intestinal obstruc- 
tion, ruptured ectopic gestation, subacute salpingitis, 
infected abortion (two cases), and infected fibroid 
tumor. 

The erroneous diagnosis of one case as subacute sal- 
pingitis and another as sepsis secondary to an infected 
abortion accounted for the deaths of two patients who 
were not operated on. The problem of diagnosis was 
somewhat different, depending on whether the rupture 
was of some duration and had occurred before admis- 
sion or whether it occurred after admission to the hos- 


pital. 
DIAGNOSIS 


Rupture Before Admission.—In eight of the patients 
the rupture had occurred before the patient entered the 
hospital. There seems to be no symptom complex or out- 
standing laboratory data of much aid in diagnosing this 
condition. These patients are very sick when admitted, 
but are not more seriously ill than many patients with 
marked pelvic inflammation who do remarkably well 
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with palliative therapy. The only constant symptom is 
that of very severe pain in the lower part of the abdomen. 
Only two of these patients gave a history of vomiting. 
Neither the temperature nor the erythrocytic sedimen- 
tation rate was markedly abnormal. 

Unruptured Tubo-Ovarial Abscesses.—In the diag- 
nosis of unruptured abscesses, two distinct problems 
present themselves. One lies in the recognition of ab- 
scesses that may possibly rupture, so that anticipatory 
action may be employed. Since but 3°% of these tubo- 
ovarial abscesses ruptured, it is evident that indiscrim- 
inate or hasty surgical interference may do more harm 
than good to the other 97%. The other problem is early 
recognition and immediate action in those abscesses that 
do rupture. Unfortunately, no clear-cut criteria warning 
of rupture were found. Simple recognition that rupture 
can occur, however, does seem to make diagnosis easier 
and action more direct. This is shown by the fact that 
in the last 11 cases, the diagnosis was made and operation 
performed within hours in 10 instances; in the first 8 
cases, the interval was usually days. 

Though the general picture presented by these patients 
prior to rupture is not remarkable, the pelvic findings 
do offer some help. The impression obtained on exam- 
ination is one of tense fluctuation in a thin-walled mass. 
This finding, coupled with a history of pelvic inflamma- 
tory disease of short duration and usually with no pre- 
ceding attacks of inflammation, should put one on guard. 
That 17 out of 23 ruptures occurred on the left side may 
be worthy of attention. 

Rupture While Patient Was Hospitalized.—Unless the 
rupture was dramatic, acute, and more or less over- 
whelming, there was a tendency in the early part of the 
series to palliate and to await improvement in the pa- 
tient’s general condition. This procedure was based on 
experience with fimbrial rupture or spillage in cases of 
acute salpingitis or pyosalpinx; such rupture is usually 
followed by sealing of the fimbria. In the patient with 
ruptured tubo-ovarial abscess, this was found to be an 
error. 

Clinical Course.—Once rupture into the free perito- 
neal cavity has occurred, the condition of the patient 
grows steadily worse. The initial symptom is a very se- 
vere lower abdominal pain of sudden onset, followed 
often by chills, less often by vomiting, and in a few cases 
by both. Depending primarily on the degree of rupture 
sustained, the patient rapidly goes into varying degrees 
of shock and becomes cold, clammy, and apprehensive. 
The shock is progressive with only occasional improve- 
ment, which is temporary. The pulse and the blood pres- 
sure are two most important signs. The amount of spill 
seems to bear a direct ratio to the rapidity of the pulse 
rate, which, on several occasions, reached 160 beats per 
minute. The blood pressure drops steadily and rapidly. 
Only one patient whose blood pressure remained below 
100 mm. Hg systolic at the time of operation survived. 
A persistent drop in pressure calls for extreme haste. 
Neither the blood cell count nor the sedimentation rate 
shows any remarkable change early in rupture. 

In some cases, the site of rupture is small and there 
occurs a partial walling-off of the process so that there is 
only a gradual seepage of pus into the free peritoneal 
cavity. In these instances, the patient's condition goes 
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downhill very gradually without apparent cause. In the 
absence of any systemic disease to account for the picture 
and in the presence of definite pelvic inflammatory 
masses, a patient steadily losing ground should be op- 
erated on. 

The disappearance of a known pelvic mass in a patient 
who suddenly gets worse is of diagnostic importance. 
This point is stressed by Sabadini,’ who noted its occur- 
rence five times in the literature, and by Miller, who 
noted it twice in his 42 cases. It occurred in only one 
of my patients. Here, it was noted six hours before the 
patient went into profound shock. The early and more 
frequent use of flat plate x-ray studies of the abdomen 
for free fluid might be of assistance in detecting cases of 
small, repeated, or continuous leakage of pus into the 
free peritoneal cavity. 

TREATMENT 

The only treatment for frank rupture of a tubo-ovarial 
abscess with spillage into the free peritoneal cavity is 
surgical treatment. The mortality can be decreased ap- 
preciably by early recognition of this condition and by 
immediate operation. This is borne out by the reports 
of Bonney * and Lubke.’ It is also emphasized in this 
series. In the eight patients who died, the time interval 
from rupture to operation was 15 hours, 31 days, 9 days, 
11 hours, 23 hours, 2 days, 5 days, and 6 days (first 
rupture) and 16 hours (second rupture). In the 11 who 
survived, the time interval was 6 hours, 16 hours, 6 
hours, 6 hours, 23 days, 54 hours, 3 hours, 14 hours, 
5 days, 4 hours, and 3 hours. 

Of those who died, only two were operated on within 
16 hours. Many consider 12 hours the upper limit of 
safety. Miller's report of 10 deaths in 12 patients oper- 
ated on and the 11 survivors among the 19 patients 
operated on in the present series serve to emphasize the 
importance of close observation, early diagnosis, and 
prompt surgical intervention. 

The number of patients surviving the operation was 
much higher when the operation was done within 12 
hours: Bonney reported that 14 out of 20, or 70%, re- 
covered; Lubke reported that 63% recovered; and in 
the Bellevue series, 6 out of 7 (86% ) recovered. When 
the operation was done after 12 hours, Bonney reported 
that 1 out of 5 (20% ) recovered; Lubke reported that 
33% recovered; the Bellevue series showed that 5 out 
of 12 (42% ) recovered; and Miller reported that 2 out 
of 12 (16.6% ) recovered. 

Persistent Tubo-Ovarial Abscesses.—Occasionally a 
patient is seen with persistently large, fluctuant, tense, 
tender adnexal masses that remain unchanged or even 
grow larger despite palliative measures. Here the danger 
of rupture is constant. Those masses that do not rupture 
often require months and months of treatment with bed 
rest before the patient is considered ready for operation. 
It would seem advisable, as soon as the parametrial 
induration has become minimal, to approach these 
masses operatively. If the patient’s condition is poor or 
doubtful and the lower pole of the mass is in the cul-de- 
sac, the mass may be temporarily drained by posterior 
colpotomy. 

Colon as Causative Factor in Rupture.—Iin the search 
for explanation for the cause of spontaneous rupture, it 
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would seem that a restudy of the colon care of patients 
micht be in order. The relationship between the descend- 
ing colon and sigmoid and the left adnexa and the fre- 
quency of rupture in the left side point to this as a factor. 
It is possible that the use of laxatives after several days 
of constipation or of cathartics at any time may play a 
part in these ruptures, especially in the case of left-sided 
masses. It & of interest to note that 6 of Miller's 42 pa- 
tients had taken purgatives at or just before the onset of 
pain. This may have precipitated or aggravated the rup- 
ture. 


Operative Procedure.—Once the diagnosis of rupture 
has been made, operation should be immediate. Here 
quick action is of the essence. Next to the general con- 
dition of the patient at the time of operation, immediate 
operation takes prognostic precedence over all other fac- 
tors. It seems much more important than the actual 
operative procedure. Only one of the 7 patients operated 
on within 12 hours after rupture died, while 7 of the 12 
operated on after 12 hours died. 

Once the abdomen has been opened, it would appear 
that the operative procedure depends primarily on the 
condition of the patient. Five of these patients were dying 
or in extreme shock when they were operated on, and 
they of course died. When the condition of the patient 
permitted, excision of the entire ruptured adnexa with 
abdominal drainage was used and gave better results 
from both the immediate and the long-range viewpoint. 
Those patients on whom this was not done and who sur- 
vived had to be reoperated on after a long interval of 
time. In the later group of patients both adnexa and 
uterus were removed whenever possible, and this is un- 
doubtedly the procedure of choice. 


SUMMARY AND CONCLUSIONS 

Rupture of tubo-ovarial masses is not rare. It occurs 
in 3% of tubo-ovarial abscesses. The condition is fatal 
if not operated on, and operative mortality increases 
with delay. The operative procedure used depends pri- 
marily on the condition of the patient. 

It would seem that the possibility of rupture of tubo- 
ovarial abscess must occupy the mind of the 
and general surgeon to a greater extent than it has in the 
past. The awareness of such a possibility will increase 
early diagnosis, and if this is followed by immediate op- 
eration there will be an increase in survival rate. 

The advisability of prophylactic surgical intervention 
must be considered more seriously not only to prevent 
rupture but also, in selected cases, to decrease inordi- 
nately long periods of hospitalization. All cases of tubo- 
ovarial abscesses should be carefully analyzed in an en- 
deavor to establish criteria of impending rupture or the 
necessity of early intervention. 

145 E. S4th St. (22). 
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CLINICAL APPLICATION OF SIMPLIFIED SERUM PROTHROMBIN 


CONSUMPTION 


TEST 


Leon N. Sussman, M.D., lra B. Cohen, M.D. 


and 


Robert Gittler, M.D., New York 


The serum prothrombin consumption test, described 
by Quick,’ has not been commonly used because of its 
complicated technique. A simplified method using com- 
mercially prepared reagents, described by Wald, Weiner, 
and Sussman,’ is now available. The test can easily be 
performed in any laboratory where plasma prothrombin 
determinations are done. No single explanation for the 
coagulation of blood has as yet been generally accepted, 
nor has unanimity on the matter of terminology been 
reached; however, practically all of the recently ex- 
pounded theories by Seeger, Quick, Owren, and Ware 
are schematically represented in figure 1. 

The plasma prothrombin time measures deficiencies 
of the prothrombin complex. Thus a reduction in pro- 
thrombin, either congenital or acquired by the admin- 
istration of bishydroxycoumarin (Dicumarol) and simi- 
lar drugs is easily demonstrated. Any reduction in 
accessory factors (labile factor * or Owrens factor 5 *) is 
similarly shown by a long plasma prothrombin time. 

The calcium levels are usually not altered sufficiently 
under physiological conditions to effect the coagulation of 
blood. However, the removal of calcium by sodium citrate 
or sodium oxalate is effective in preventin” the coagula- 
tion of blood for banking purposes or for chemical anal- 
ysis. 

The thromboplastin complex represents the activity of 
several factors. An extract derived from the breakdown 
of platelets (perhaps induced by thrombin) * and the 
presence of a globulin factor obtained from plasma com- 
bine to form thromboplastin. The plasma fraction has 
been named antihemophilic globulin and is believed to 
be missing from the plasma of hemophiliacs. Recently 
two additional plasma components named plasma throm- 
boplastin component © and plasma thromboplastin ante- 
cedent * have been identified as contributing to this com- 
plex. An alternative source of thromboplastin is the 
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extract of injured tissue. This factor may produce errors 
in the test if the venipuncture is at all traumatic. Several 
inhibitors and accelerators tend to govern the speed of 
this reaction at several points. Thus antithrombin pre- 
vents the thrombin from potentiating the platelet enzyme. 
Heparin prevents the activity of the thromboplastin com- 
plex, either by acting as an antithrombin or by inhibiting 
platelet destruction. Specific inhibitors against antihemo- 
philiac globulin have been described, such as anticoagu- 
lants.* In addition several accelerators have been de- 
scribed, and they maintain the equation in operation. 

In normal coagulation the presence of excess thrombo- 
plastin complex leads to the almost complete consumption 
of the prothrombin. Serum obtained after this norma! 
clot has been formed will therefore contain very little 
prothrombin. In contrast, when coagulation abnormali- 
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Fig. 1.—Schematic diagram of current theories of blood coagulation 
process. 


ties occur due to lack of thromboplastin, as in hemophilia 
or thrombopenia, the prothrombin is not consumed dur- 
ing the process of clotting. Serum from such a clot will 
contain larger amounts of prothrombin. Thus by de- 
termining the residual prothrombin in the serum after 
clotting under standard conditions one can obtain an 
idea of the state of the thromboplastin complex. In other 
words, the determination of the serum prothrombin time, 
is in reality a quantitative measure of the original throm- 
boplastin. 
TECHNIQUE 


Careful attention must be paid to details in technique, 
as minor variations produce very marked differences in 
the results obtained. 

Preparation of Serum.—Blood is drawn cleanly and 
allowed to clot at room temperature. The blood is placed 
in a water bath at 37 C for one hour after clotting. The 
blood is centrifuged for three minutes, and the serum is 
separated. Serum may be stored at 4 C for a maximum of 
60 minutes before the test. 

Preparation of Reagents.—Throm in solution is 
prepared as for the plasma prothrombin test. Fibrinogen 
solution is prepared as directed by the manufacturer (to 
contain 300 mg. per 100 cc. of fibrinogen and 85% of 
sodium chloride solution). Two cubic centimeters of 
thromboplastin solution and | cc. of fibrinogen solution 
are mixed just before the test. 
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Performance of Test.—The mixture of thromboplastin 
and fibrinogen, in the amount of 0.2 cc., is placed in a 
test tube in a water bath at 37 C for five minutes. The 
serum to be tested is warmed in the water bath at 37 C 
for five minutes. One-tenth cubic centimeter of the serum 


is blown strongly into the thromboplastin-fibrinogen mix- 
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Fig. 2.—Effect on serum prothrombin time of mixtures of thrombo- 
penic, hemophiliac, and normal blood. 


ture (the timer should be started simultaneously), and 
the time for the clot to form is determined as in the 
plasma prothrombin test. 

The clot is formed as a fine web, and the person per- 
forming the test should watch carefully for it. There are 
other precautions to be observed. The serum must be 
refrigerated at 4 C for a maximum of 60 minutes if it is 
not used immediately. The thromboplastin and fibrinogen 
must be mixed just before use. All reagents must be 
warmed at 37 C for five minutes before use. The test is 
interpreted as follows: time longer than 30 seconds— 
normal range; time shorter than 20 d b 
range; and time between 20 and 30 seconds—doubtful. 


Fig. 3.—Effect of heparin given intravenously on the serum prothrombin 
time (hyperheparinemia). The solid line shows the clotting time (Lee- 
White) in minutes; the dotted line, the plasma prothrombin time in 
seconds; and the broken line, the serum prothrombin time in seconds. 


INTERPRETATION 

Normal Clotting. —The serum prothrombin time, de- 
termined in several hundred normal persons, was longer 
than 25 seconds. It is important to emphasize the neces- 
sity of following the directions for the test carefully, as 
alteration of the time of incubation produces considerable 
variation in the results. Thus longer periods of incubation 
consume more prothrombin, whereas shorter periods use 
less prothrombin. 
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Hemorrhagic Diseases.—The interpretation may be 
varied by the presence of hemorrhagic diseases such as 
thrombopenia, thrombasthenia, and hemophilia. De- 
terminations performed in patients with thrombopenia, 
either primary, as in idiopathic thrombopenic purpura 
and drug thrombopenia, or secondary, as in leukemia and 
aplastic anemia, have consistently yielded short serum 
prothrombin times, indicating poor utilization of pro- 
thrombin. More directly, this means that a lack of plate- 
let “enzyme” results in thromboplastin deficiency, which 
in turn precludes normal utilization of plasma prothrom- 
bin; hence, more prothrombin is found in the serum of 
such a clot.’ 

The average serum prothrombin consumption time (in 
seconds) associated with various conditions is given be- 
low. These determinations were made in a series of 250 


patients. 
Posteplenectomy (persietent thrombopenia)............. 12.7 
29 
Acute granulocytic (myeloid) leukemia pesceseseensous see 13.2 
Thrombocytopenie purpura ue 
“7 
15.0 
0 
Carcinoma of the lung............. 37.0 
Coronary occlusion..... 37.0 
Diverticeulosie ........... 420 
420 
Rheumatoid arthriti«.............. 4.0 
Chronic lymphocytic (lymphatic) lkukemia....... 
Renal tuberculosis............... wae 
Postoperative 
Infections hepatiti«.. see 65.0 
Carcinoma of the sigmold.. ‘see mo 


In a single patient with thrombasthenia, or qualitative 
platelet defect, a short serum prothrombin time of 12 
seconds indicated poor prothrombin utilization."” Results 
obtained in several cases of hemophilia and hemophilia- 
like diseases indicated short serum prothrombin times.' 
This test was originally thought to have diagnostic sig- 
nificance in hemophilia and was the first specific labora- 
tory means for the diagnosis of this disease."' 

It is likewise of interest to note that the correction of 
hemophilic defect by normal blood can be shown to be a 
quantitative correction if one uses the serum prothrombin 
test as an index rather than the clotting time. Mixtures 
of hemophilic with normal blood in various proportions 
are shown in figure 2. Determinations in many of the 
other hemorrhagic diseases such as parahemophilia, fac- 
tor 5 (AC globulin) defect, and fibrinogenopenia have 
not yet been done by the technique herein described. 

Anticoagulants.—The administration of heparin in 
vivo has a profound effect on the coagulation system 
(fig. 3). A single intravenous injection of 100 mg. of 
heparin prolonged the clotting time from 10 minutes to 
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90 minutes. At the same time the plasma prothrombin 
time increased from 13 seconds to 16 seconds, whereas 
the serum prothrombin time fell from normal of 34 sec- 
onds to 12 seconds. Undoubtedly heparin has multiple 
sites of action on the coagulation system; these results, 
however, indicate that its major action occurs on the 
thromboplastin complex. Most probably the antithrom- 
bin action of heparin prevents the labilization of platelets 
as suggested by Quick."* 

In contrast to the above, the anticoagulant action of 
those drugs that produce hypoprothro ia, such as 
bishydroxycoumarin, have no effect on the serum pro- 
thrombin consumption (fig. 4). In explanation of this it 
can be said that regardless of the initial lack of plasma 
prothrombin the residual serum prothrombin will still 
remain low, and therefore the serum prothrombin time 
will be normal or prolonged. This lends emphasis to 
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Fig. 4.—Effect of phenindione (Danilone)-induced hypoprothrombinemia 
on the serum prothrombin time. 


the concept that if the thromboplastin complex is normal, 
the serum prothrombin time will be normal, regardless 
of the state of the prothrombin complex. 

Study of Correction of Hemorrhagic Defects.—The 
clotting time determination as an index of the correction 
of hemophilia defects has erroneously implied that the 
action was enzymatic (fig. 2). Minimal quantities of nor- 
mal blood were credited with complete restoration of 
hemophilic blood to normal clotting time. The use of the 
serum prothrombin consumption test shows that the cor- 
rection is quantitative and stoichiometric. A mixture of 
75% of hemophilic blood with 25° of normal blood 
shows a partial correction of the abnormal prothrombin 
consumption. This could be increased by a 50-50 mixture 
and further restored to normal by a 25-75 mixture. The 


12. Quick,’ p. 159. 
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correction in the thrombopenias was likewise a quanti- 
tative one. An interesting type of curve is obtained by the 
mixture of thrombopenic and hemophilic blood when a 
quantitative correction of a dissimilar defect shows a peak 
correction at 50-50 mixture. 

Efiects of Steroids.—The usual indictment of new 
drugs, especially corticotropin (ACTH) and cortisone. 
as the causative agents in the apparently increasing inci- 
dence of thrombophlebitis suggested the study of their 
effect on the coagulation system. Several cases were 
studied. No alteration in the coagulation time (Lee- 
White), the plasma prothrombin time, or in the serum 
prothrombin consumption time was noted. The effects 
these drugs may have on production of thrombosis is cer- 
tainly not measurable by any of the usual hematological 
techniques. 

Study of Platelet Abnormalities.—The study of abnor- 
malities of platelets, both quantitative and qualitative, is 
aided by this test. Reference has already been made to a 
qualitative defect of platelets with abnormal serum pro- 
thrombin consumption time.'’ Recently an additional 
example of qualitative platelet abnormality not associated 
with a serum prothrombin consumption defect '* was 
reported. The separation of the several functions of plate- 
lets permits a better understanding of their role in the 
coagulation mechanism. 

The following case illustrates the usefulness of the 
serum prothrombin consumption test in differential diag- 
nosis and demonstrates again its value in understanding 
platelet physiology. 

A 74-year-old man was admitted to the service of Dr. Milton 
Kissin with the diagnosis of posterior wall myocardial infarction 
and auricular fibrillation. Anticoagulant therapy with bishydroxy- 
coumarin was started on the patient's admission, and within 48 
hours therapeutic levels of prothrombin were attained. At the 
same time quinidine sulfate, 0.2 gm., was given orally every 
two hours, and this resulted in restoration of regular sinus rhythm 
after three doses. A daily maintenance dosage of quinidine was 
then continued. After one week of anticoagulant therapy a pro- 
fuse epistaxis occurred, which resisted local therapy with packing 
epinephrine (Adrenalin), absorbable gelatin sponge (Gelfoam), 
and thrombin. At this time the prothrombin time was 23.7 
seconds (normal, 14.2 seconds). The administration of vitamin 
K, and fresh transfusions restored the prothrombin time to 
normal; nevertheless, the epistaxis persisted. Hematuria and a 
positive capillary fragility test were noted. At this time the 
prothrombin time was normal, the Lee-White clotting time was 
10 minutes, and the platelet count was 125,000 platelets per 
cubic millimeter. The serum prothrombin consumption time 
was 13 seconds, representing no consumption of prothrombin. 
The evidence clearly indicated that the hemorrhagic phenomena 
were due to an abnormality of the thromboplasiin complex and 
not of the prothrombin complex. Quinidine was promptly 
suspected, and the use of the drug was discontinued. The next 
two days the bleeding time was more than 20 minutes. The 
platelet count was 40,000 per cubic millimeter, and the serum 
prothrombin consumption test showed no prothrombin consump- 
tion (repeated serum prothrombin consumption test was 13 
seconds). A rapid clinical and laboratory improvement followed 
the cessation of the quinidine medication. In five days the platelet 
count was 230,000 per cubic millimeter, and the serum pro- 
thrombin consumption time was normal or more (25 seconds). 
In this case the fall in the serum prothrombin consumption time 
preceded by several days the significant fall in platelets. The 
serum prothrombin consumption time abnormality focused 
attention on the thromboplastin complex rather than on pro- 
thrombin as the cause of bleeding. Since the platelet depressant 
action of quinidine is well known, the true toxic agent in this 
unusual hemorrhagic episode was quickly exposed by the serum 
prothrombin consumption test. 
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SUMMARY 

A simplified serum prothrombin consumption test can 
be done in any laboratory equipped to find prothrombin 
times. This test can be of aid in the discovery and under- 
standing of coagulation defects, in that it provides a single 
means of measuring the thromboplastin activity of the 
blood. The usefulness of the serum prothrombin con- 
sumption test in determining the functional activity of the 
platelets is demonstrated. Considerable more research 
in varied clinical conditions is needed in order to fully 
explore its possibilities and to understand the action of 
various drugs on the coagulation system. 
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HEMANGIOMA OF THE SMALL INTESTINE 
CAUSING ANEMIA OF TEN 
YEARS’ DURATION 


Jerry Goldjarb, M.D., Stamford, Conn. 
John M. Gould, M.D. 

and 

Gerald §. Eichner, M.D., Bronx, N.Y. 


Hemangioma of the small intestine is a rare condition 
that is usually diagnosed at surgery or autopsy. We are 
reporting a case that is of additional interest because the 
lesion gave rise to a chronic anemia originally diagnosed 
as a hypoplastic anemia due to previous ingestion of 
quinacrine (Atabrine) hydrochloride. 


REPORT OF A CASE 

A 32-year-old white male clerk was admitted to the Bronx 
Veterans Administration Hospital for the sixth time on Sept. 25, 
1953, complaining of weakness, dizziness, headache, and pallor. 
His present illness dated back to 1943, when he was in the 
Army, stationed in Corsica. At that time easy fatigability, weak- 
ness, and pallor developed, and the patient was hospitalized with 
a moderately severe anemia. For the preceding six months the 
patient had erroneously been taking six tablets of quinacrine 
daily instead of the usual prophylactic dose of one tablet. The 
patient was treated with liver and iron, with some improvement, 
and was returned to duty. While still in the service he was re- 
hospitalized on two occasions because of anemia; each time he 
was treated with liver and iron, with improvement. He was rela- 
tively well when discharged from the Army in 1945, although 
he was still easily fatigued. In 1946, he again developed pr 
sively severe symptoms of anemia, and from 1946 to 1949 he 
received frequent courses of liver and iron from his private 
physician, with some diminution in his symptoms. The patient 
had never noted any gross rectal hemorrhage or melena. 

Because of the persistence of the symptoms of anemia, he was 
admitted to the Bronx Veterans Administration Hospital for the 
first time on March 14, 1949. Physical examination revealed no 
abnormalities except for marked pallor. The hemoglobin level 
was 6.4 gm. per 100 cc. Red blood cell count was 3,400,000 
per cubic millimeter; anisocytosis, poikilocytosis, and hypo- 
chromia were noted. Reticulocyte count was 1°. White blood 
cell count, differential, platelet count, bleeding time, clotting 
time, and clot retraction time were normal. Red blood cell 
fragility was normal. Gastric analysis revealed 74 units of free 
hydrochloric acid after histamine. Urinalysis was negative. Urine 
urobilinogen and serum bilirubin were normal. marrow 
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aspirations from both the sternum and the vertebral spinal process 
were hypocellular with normal differentials. Twelve stool speci- 
mens were negative for occult blood. A bone survey, gastro- 
intestinal studies, small intestine series, and barium enema were 
interpreted as normal. The patient was given a course of liver 
intramuscularly and a course of iron, with no hematological 
response. (Upon checking the records of this admission, it was 
noted that the dosage of iron used was insufficient to expect a 
therapeutic response.) The patient was given blood transfusions 
until the hemoglobin level reached normal, and was discharged 
on June 1, 1949. The final diagnosis was hypoplastic anemia 
secondary to quinacrine intoxication. This diagnosis was based on 
the history of prolonged, excessive intake of quinacrine hydro- 
chloride, the failure to demonstrate any blood loss, the hypo- 
cellular bone marrow, and the apparent failure to respond to 
liver or iron. 

The patient did well until September, 1950, when he again 
noted the onset of fatigue, headache, dizziness, and shortness 
of breath. These symptoms were progressive in severity, and 
he was rehospitalized on Feb. 28, 1951. Careful questioning 
failed to elicit any history of blood loss. Physical examination 
again revealed only striking pallor. Hemoglobin was 4.6 gm. per 
100 cc., red blood cell count 2,300,000 per cubic millimeter, 
white blood cell count and differential normal, and reticulocyte 
count 1%. Direct and indirect Coombs’ tests were negative. No 
stools were tested for occult blood. Bone marrow aspiration 
revealed a slightly hypocellular marrow with normal distribution 
of cells. The patient was given 1,500 cc. of blood; his hemo- 
globin level rose to 13 gm. per 100 cc., and the red blood cell 
count rose to 4,800,000 per cubic millimeter. The patient was 
discharged April 20, 1951, with the diagnosis of hypoplastic 
anemia. 

He did well until June, 1952, when he had a return of his 
previous symptoms; he was rehospitalized on June 9, 1952, with 
a hemoglobin level of 7.4 gm. per 100 cc. and a red blood cell 
count of 3,300,000 per cubic millimeter. The bone marrow was 
again slightly hypocellular. One stool specimen was moderately 
positive with guaiac; three others were negative. The patient was 
given 2,000 cc. of blood, with a rise in the hemoglobin level to 
13.8 gm. per 100 cc., and was discharged on June 30, 1952. 

He was readmitted for the fourth time on Nov. 12, 1952, with 
his usual symptoms of anemia. Admission tests revealed the 
following values: hemoglobin 4.7 gm. per 100 cc., red blood 
cell count 2,500,000 per cubic millimeter, and reticulocyte count 
0.6%. One stool was tested for occult blood and was negative. 
For the first time bone marrow was interpreted as being slightly 
hyperplastic with some erythroid hyperplasia. Because of this 
finding, extensive studies were done to rule out a hemolytic dis- 
order, but the studies were all normal. The patient was given 
2,000 ce. of blood, and his hemoglobin level rose to 11.1 gm. per 
100 cc. 

He was readmitted for the fifth time on March 9, 1953. 
Hemoglobin was 9.7 gm. per 100 cc., red blood cell count 
3,280,000 per cubic millimeter, white blood cell count and differ- 
ential normal. Reticulocyte count was 2.3%. A bone marrow 
aspiration revealed a normocellular marrow. The patient was 
followed over a 10 day period, and the reticulocyte count was 
found to vary from 0.6 to 2.2%. He was then started on ferrous 
sulfate, 1.8 gm. daily, and within a five day period a reticulocyte 
response of 10° was noted. Repeated stool specimens were 
strongly positive for occult blood. An esophagram was made, 
and gastrointestinal series and barium enema studies with air 
contrast were performed; no abnormalities were found. Exami- 
nations were made with proctoscope and gastroscope, but no 
pathological findings were noted. With iron alone, the hemo- 
globin level rose to 13.6 gm. per 100 cc., and the red blood cell 
count rose to 4,380,000 per cubic millimeter. The patient was 
discharged on June 10, 1953, with the diagnosis of gastro- 
intestinal bleeding, site unknown. He was advised to continue 
taking ferrous sulfate; however, he discontinued this because of 
gastrointestinal distress. He felt well until August, 1953, when 
his usual symptoms of anemia recurred, without any gross evi- 
dence of gastrointestinal bleeding. 


From the Bronx Veterans Administration Hospital, medical, surgical, 
and laboratory services. 
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He was admitted for the sixth time on Sept. 25, 1953, at 
which time the hemoglobin level was 4.5 gm. per 100 cc., red 
blood cell count 2,300,000 per cubic millimeter, and reticulocyte 
count 0.5%. Bone marrow was slightly hypercellular with 
erythroid hyperplasia of the normoblastic type and a myeloid- 
erythroid ratio of 1 to 1. The patient was given 1,500 cc. of 
blood with a rise in hemoglobin to & gm. per 100 cc. by the 
fourth hospital day. All stool specimens tested were strongly 
positive with guaiac. On the 14th hospital day the patient was 
started on intravenous saccharated iron therapy, and over a 
period of 17 days was given 1.7 gm. of iron. Seven days after 
administration reticulocytes rose to 12%, and subsequently 
hemoglobin rose to 11.6 gm. per 100 cc. with 4 million red 
blood cells per cubic millimeter. 

A repeat search was instituted for the origin of the gastro- 
intestinal bleeding, and a small intestine series (fig. 1) demon- 
strated a polypoid alteration of the mucosal pattern in a short 
segment of proximal ileum. It was the opinion of the roent- 
genologist that this finding suggested a process involving the 
submucosal portion of the small intestine, and, in view of its 
distinct localization, the possibility of a neoplasm was offered. 

Laparotomy was performed on Dec. 2, 1953. At the juncture 
of the jejunum and ileum, an 8 cm. segment of the intestine was 
replaced by a mulberry-appearing, deep blue angiomatous mass 
(fig. 2). The remainder of the small intestine was normal; the 
mesentery was free of nodes or infiltration. A one foot (33 cm.) 
segment of intestine was removed, and an end-to-end anastomosis 
was performed. Upon opening the specimen the mucosa of the 
involved segment bled ecasily and was seen to be coarsely 
granular. 

Microscopic examination (fig. 3 and 4) revealed a congeries of 
markedly dilated, congested, irregular vascular spaces, varying 
in size and shape, extending beneath the muscularis mucosae 
through the muscularis to the serosa. The muscular layers of the 
intestinal wall were disrupted and separated into bundles by the 
intervening vascular spaces. In the submucosal zones, small 
quantities of loose, collagenous connective tissue separated the 
vascular spaces. In the muscularis layers, the vascular spaces 
were frequently separated by fascicles of smooth muscle; else- 


Fig 1.—Roentgenogram of small intestine demonstrating the polypoid 
alteration of the mucosal pattern in a short segment of the proximal 
ileum. 


where, they were immediately adjacent to one another. These 
vascular spaces were lined by a single layer of endothelial cells, 
which were often plump. Weigert’s clastic tissue stain revealed 
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the walls of these spaces to contain varying amounts of black- 
stained clastic fibrils. Many areas beneath the endothelium 
showed only a single, thickened, fragmented, wavy elastic lamina 
resting on the smooth muscle of the intestinal wall. This sug- 
gested the configuration of an attenuated arterial wall. In ad- 
jacent portions of the network, the fibrils were condensed into 


Fig. 2.—A segment of the small intestine, as scen at operation. Note 
the complete replacement of the intestinal wall by the mulberry-appearing 
angiomatous Mass. 


greatly thickened mats of clastic tissue that constituted the 
entire thickness of the walls of the vessels. The intrinsic muscle 
fibers of these vessels were not evident. The vascular spaces 
extended irregularly to the serosa, which was focally thickened 
and infiltrated by small numbers of lymphocytes, macrophages, 
and occasional neutrophils. A single focus of acute inflammation 
was seen beneath the serosa, in which a portion of a vessel wall 
was undergoing necrosis. Numerous neutrophils infiltrated this 
vessel wall and the adjacent connective tissue. The pathological 
diagnosis was hemangioma of the small inte tine. 

Since surgery, the stools have been negative for occult blood, 
and the patient's blood cell count has remained normal. 


COMMENT 

Tumors of the small intestine are rare, and, of these. 
hemangiomas form only a small percentage. Raiford ' 
found that in 11,500 autopsies and 45,000 surgical spec- 
imens there were 88 small intestinal tumors, 3 of 
which were hemangiomas. In Merchant's’ series of 
7,340 autopsies and 50,775 surgical specimens there 
were 3 hemangiomas of the small intestine. Hansen 
reviewed 51,261 admissions to the surgical service of the 
Hospital of the University of Pennsylvania over an 18 
year period and found 24 benign tumors of the small in- 
testine, none of which were hemangiomas. The same au- 
thor reviewed the literature from 1860 to 1948, found 
that a total of 66 hemangiomas were reported, and added 
3 cases of his own. Hansen divided the cases according to 
Kaijser’s classification: type I, multiple phiebectasia: 
type I-A, diffuse, infiltrating, cavernous hemangioma, 
type H-B, circumscribed, often polypoid, cavernous he- 
mangioma; type II], simple capillary hemangioma; and 
type IV, hemangiomatosis with gastrointestinal tract 
localization. 

Our case would be classified as type II-B according to 
Kaijser, namely, circumscribed, polypoid, cavernous 
hemangioma. The microscopic appearance is not typical, 
however, as an unusually large amount of elastic tissuc 
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is present. The delay in making the diagnosis in this case 
was due to several factors. Despite gastrointestinal bleed- 
ing severe enough to cause the hemoglobin to fall from 
13.6 gm. to 4.5 gm. during one three month period, at 
no time was there gross evidence of intestinal hemor- 
rhage. During the first four hospital admissions, only one 
stool out of 17 specimens was positive for occult blood. 
However, on the fifth admission, 6 stools were all posi- 
tive when similarly tested. This serves to illustrate the 
necessity for testing many stools for occult blood before 
gastrointestinal bleeding is ruled out as the possible cause 
of an obscure anemia. 

When the presence of gastrointestinal hemorrhage was 
finally established on the fifth hospital admission, roent- 
gen studies were directed only toward the upper gastro- 
intestinal tract and colon. As Bockus® states, “The 
physician must be ‘small bowel conscious’ when con- 
fronted with an unexplained anemia and positive occult 
blood reactions in the stools.” Hemangioma of the small 
intestine cannot always be ruled out by a normal series 
of roentgenograms of the small intestine, as these lesions 
are often not demonstrable by roentgen studies. In the 
case being reported, a small intestine series done in 1949 
was interpreted as normal. 


Fig. 3.— Transverse section of intestinal wall showing disorganization of 
muscle layers by irregularly shaped, congested, and bloodless vascular 
spaces extending from mucosa to serosa (© 12) 


The acceptance of a diagnosis of hypoplastic anemia 
due to ingestion of quinacrine was a big factor in delaying 
recognition of the true pathology in this case. Hypo- 
plastic anemia due to quinacrine ( Atabrine) hydrochlo- 
ride is a recognized entity, and Custer © has reported 47 
cases occurring in soldiers treated with quinacrine. 
Almost invariably, however, the course was marked by 
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fever, granulocytopenia, marked thrombocytopenia with 
hemorrhagic phenomena, and a characteristic dermatitis. 
Our patient showed none of these features, and it is evi- 
dent that his anemia of 10 years’ duration was due to 
unrecognized intestinal bleeding. We are unable to ex- 
plain the fact that, despite chronic blood loss, bone mar- 


Fig. 4.—Area beneath mucosa showing blood-filled spaces separated 
by irregular bands of smooth muscle and condensed clastic fibers. Note 
Partial endothelialization of spaces ( 280). 


row aspirations demonstrated erythroid hyperplasia on 
only two occasions, while on other examinations the 
marrows were hypocellular or normocellular. 


SUMMARY 

In a case of hemangioma of the small intestine that 
gave rise to a chronic blood-loss anemia, a history of 
overdosage of quinacrine led to an initial incorrect diag- 
nosis of hypoplastic anemia. Although this is a rare 
tumor, it should be kept in mind in obscure anemias. 
Roentgenographic studies of the small intestine may be 
of aid in diagnosis. 

86 Prospect St. (Dr. Goldfarb). 
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Patents and Copyrights... An ethical physician will not receive 
remuneration from patents on or the sale of surgical instru- 
ments, appliances and medicines, nor profit from a copyright 
on methods or procedures. The receipt of remuneration from 
patents or copyrights tempts the owners thereof to retard or 
inhibit research or to restrict the benefits derivable therefrom 
to patients, the public or the medical profession.—-Principles of 
Medical Ethics of the American Medical Association, chapter 1, 
section 7, June, 1954. 
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AMPLIFICATION OF THE SOUNDS OF 
RESPIRATION OF ANESTHETIZED PATIENTS 
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In administering general anesthetics three important 
indicators communicate to the anesthesiologist the 
minute-to-minute changes that occur in the unconscious 
patient. Pulse, blood pressure, and respiration are the 
primary factors, although size of the pupils, position of 
the eyeball, color of the blood and nail beds, skin tem- 
perature, diaphoresis, and muscular relaxation are also 
important in this physiological appraisal. The character 
of the respiration, its rate and depth, and the patency of 
the air passage are probably the most important of the 
signals on which the anesthesiologist depends for his 
analysis of the progress of anesthesia. It was felt that an 
amplification of these important signals would be of con- 
siderable aid to anesthesiologists and to nurses and phy- 
sicians caring for comatose or semicomatose patients, in- 
asmuch as it would warn of vomiting before it occurred; 
it would obviate the intermittent compression of the cor- 
rugated breathing tubes against the ear to detect a de- 
veloping partial respiratory obstruction; it would add a 
distinct audible sound to the visible sign of the moving 
breathing-bag; and it would obviate the sometimes im- 
practical procedure of applying a stethoscope to the pa- 
tient’s neck in order to determine airway patency. There 
is no objection to these maneuvers, but they are usually 
performed at such infrequent intervals that an insidious 
partial obstruction may occur and induce hypercapnia 
before the anesthesiologist is aware of it. A rhythmically 
expanding and contracting chest or breathing-bag is no 
assurance that partial obstruction does not exist. To re- 
duce uncertainty and human error in the constant main- 
tenance of a completely unobstructed air passage, as 
well as the observation of rate and amplitude of respira- 
tion, it was decided to construct an electronic sound- 
amplifying apparatus sensitive to the audible signs of 
respiration. 

APPARATUS AND ELECTRICAL CONSIDERATIONS 


Electrical equipment designed for use on or near pa- 
tients in the presence of combustible or explosive gases 
must be safeguarded against spark, shock, and explosion 
hazard. 

A microphone is utilized to convert the sounds of res- 
piration into corresponding electrical impulses. An audio 
amplifier raises these impulses to a desired level, and a 
loudspeaker reconverts the amplified impulses into 
sound. Two types of microphone were required to meet 
the different conditions encountered in patients who were 
not, and patients who were, intubated. The microphone 
used for patients without an endotracheal tube was a 
double-button carbon throat microphone of the type 
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used by Army aviators and deep sea divers. This was 
placed on the neck in the region of the larynx and secured 
by means of an elastic strap (fig. 1). When an endotra- 
cheal tube was used the throat microphone was inef- 
fectual, since the vibrations ordinarily set up by air cur- 
rents in the trachea and larynx were obliterated by the 
tube. In these patients a speaking unit from a household 
telephone set was used to amplify the sound of exhaled 
gases escaping from an exhalation valve in a semiclosed 
anesthesia system (fig. 2). The sounds obtained from 
each of these sources were found to be equally informa- 
tive and helpful. Since the microphones used were both of 
the carbon button type, a source of direct current was 
necessary for proper operation. A battery was selected 
for this source in order to reduce the shock hazard in the 
event of damage to the microphone. A microphone trans- 
former was used to couple the microphone circuit to the 
amplifier (fig. 3). 

Almost any audio amplifier may be used in this ap- 
paratus so long as it (1) has a high-impedance input, i. ¢., 


Fig. 1.— who 
does not have an endotracheal tube. The is a war 
surplus item. 

the input of the amplifier matches the im- 


im 
pedance of the secondary of the microphone trans- 
former; (2) has sufficient gain to amplify the signals 
from the microphone so that a suitable volume is had 
from the loudspeaker; (3) may be powered by the power 
sources available in the operating room (usually 120 
volt, 60 cycle); (4) will not introduce distortion in am- 
plifying signals of the strength produced by the micro- 
phone; and (5) is capable of supplying sufficient power 
for a loudspeaker. The amplifier used in this study came 
from a 45 rpm record player; it was chosen merely be- 
cause it met the above conditions and was available. 
The principal disadvantage of such an amplifier unit in 
this application is that a potential that constitutes a 
serious shock hazard exists on the chassis of the unit 
when the plug is in one of the two possible positions in 
the wall socket. To remedy this, an isolation trans- 
former must be connected between the A. C. power out- 
let and the power cord of the amplifier, and the chassis 
of the amplifier must be connected to a good ground, 
such as a water pipe, as a safety measure. Such a method 
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of operation is not recommended, but it may be used 
if no more suitable amplifier is available. The require- 
ment for the loudspeaker is that the impedance of its 
voice coil must match the impedance of the output trans- 
former of the amplifier. It is recommended that the selec- 


Fig. 2.—Telephone speaking unit used as a microphone, in position at 
the exhalation valve of the anesthesia system. 

tion and assembly of the various electrical components 
of this apparatus be referred to a competent electronics 


COMMENT 

The amplifying apparatus proved valuable in making 
audible the character and fine detail of the respirations 
of anesthetized or comatose patients. Not only did it facil- 
itate the administration of anesthetics, but it proved sur- 
prisingly reassuring to those surgeons who habitually ask 
during an operation, “How's the patient doing?” Manipu- 
lation of the volume control enabled the respirations to 
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Fig. }.—-Diagram of the components and connections of the apparatus 
used for amplifying respiratory sounds. 


be heard by the entire surgical suite or by the anesthesi- 
ologist only. The method was especially useful in pro- 
longed anesthesias for procedures such as radical neck 
dissections, radical mastectomies, and thyroid, brain, and 
intestinal operations. 
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RENAL PAPILLARY NECROSIS 
REPORT OF A CASE 


Edwin E. Goldberg, M.D. 
Harold B. Shrifter, M.D. 

and 

William Saphir, M.D., Chicago 


Scant attention has been paid to the entity of renal 
papillary necrosis since it was first described by 
von Friedreich in 1877.' It was not until 1937 that con- 
siderable interest in this condition was aroused when 
Gunther * pointed to the frequent association of renal 
papillitis with diabetes mellitus. Until January of 1953, 
180 cases had been published and of these only 10% 
lacked evidence of either diabetes or obstructive 
athy, or both.’ It is estimated that one-fifth of all dia- 
betics have acute renal infection terminally, and that of 
these about one-fourth have renal papillary necrosis.’ 
It appears, therefore, that the association of papillary 
necrosis with diabetes, obstructive uropathies, and renal 
infections is a not uncommon clinical entity. However, 
it does not seem to be sufficiently appreciated that papil- 
lary necrosis can constitute a fatal complication of dia- 
betic coma and that its presence should be suspected in 
diabetic coma not responding to adequate therapy. It 
is for this reason that the following case is 


A white man about 68 years of age was admitted to the 
medical ward of the Cook County Hospital July 16, 1953, with 
a diagnosis of dehydration, malnutrition, and possible malig- 
nant lesion. The patient was stuporous and unable to answer 
questions; no history could be obtained. Physical examination 
revealed an emaciated chronically ill looking patient, lying semi- 
comatose in bed. He responded to loud shouting and painful 
stimuli, but resisted physical examination. The blood pressure 
was 130 systolic and 60 diastolic, the pulse rate was 96 per 
minute, the pulse was regular, and the respiratory rate was 24 
and Kussmaul in nature. The temperature was 102 F. The eyes 
were sunken, the pupils contracted and without accommodation 
to light. The tongue and the mucous membranes of the oro- 
pharynx were dry and deeply red. The patient resisted neck 
movements, but there were no signs of rigidity. Kernig’s and 
Brudzinski's signs were negative. There was no lymphadenopathy. 
The chest was hyper-resonant, breath sounds were diminished 
throughout, and scattered soft rales were heard over both bases 
of lungs. The heart did not appear enlarged, the sounds were 
distant and regular, there was a soft systolic apical murmur, 
and there was accentuation of the second aortic sound. The 
abdomen was scaphoid and soft; no organs or masses were 
palpable. Neurological examination was essentially normal. Ten- 
don reflexes were elicited. There was no edema of extremities. 
Urine collected by catheterization revealed a 4+ sugar and 
a 3+ acetone reaction as well as large numbers of both leuko- 
cytes and erythrocytes per high power field. Blood drawn upon 
admission had the following values: glucose 692 mg. per 100 cc., 
chlorides 104 mEq. per liter, sodium 144 mEq. per liter, non- 
protein nitrogen 48 mg. per 100 cc. The diagnosis of diabetic 
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coma and acidosis with superimposed infection, pyelitis, and 
probable pneumonia was made. 

Treatment was instituted immediately and consisted in anti- 
biotic therapy: procaine penicillin, 600,000 units, and strepto- 
mycin, | gm., twice a day. The diabetic coma was controlled by 
the injection of 250 units of insulin, of which SO units was given 
initially intravenously, within the first five hours. In addition, 
7.000 cc. of isotonic sodium chloride solution and 250 cc. of 
M6 lactate solution were given intravenously. At the end of 
five hours, the urine was free from sugar and acetone, and the 
patient became alert though restless and uncooperative. His 
urine remained sugar free during the night, and he was able to 
drink smal! quantities of orange juice and milk. Because of the 
marked dehydration and absence of glycosuria, during the night 
and the next morning he received 1,000 cc. of 5“ glucose in 
isotonic sodium chloride solution, to which 30 units of regular 
insulin was added. The second hospital day showed continuous 
improvement from the diabetic acidosis; the patient became 
more alert and rational; he was able to retain fluids but still 
appeared dehydrated. Tests for blood chemistry at this time 


Fig. 1.—Photograph of cut surface of left kidney showing areas of 
papillary Necrosis. 


revealed the following values: blood sugar, 193 mg. per 100 cc.; 
chlorides, 107 mEq. per liter; sodium, 150 mEq. per liter; 
potassium, 12 mEq. per liter; carbon dioxide combining power, 
$2; and nonprotein nitrogen, 38 mg. per 100 cc. The blood cell 
count disclosed a hemoglobin level of 12.5 gm. and a leukocyte 
count of 9,000 with 38% polymorphonuclears, 43° band cells, 
12% lymphocytes, and 7° monocytes. Again, 1,000 cc. of 5% 
glucose in isotonic sodium chloride solution was given intra- 
venously, to which was added 2 gm. of potassium chloride and 
40 units of regular insulin. The urine remained free from sugar 
and acetone during the day. Moderate glycosuria without 
acetonuria reappeared in the evening and was treated with 20 
to 40 units of regular insulin every four hours. Because of 
persistent fever of 102 degrees F and because of a questionable 
nuchal rigidity, a lumbar puncture was done; the results were 
not remarkable. At the third hospital day, the patient continued 
to be alert and took fluids freely. Moderate glycosuria without 
acetonuria persisted and was again treated with 20 to 40 units 
of regular insulin every 4 hours as per fractional urines. The 
blood sugar at this time was 340 mg. per 100 cc., and the insulin 
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dose was increased to 60 units. The urine thereafter remained 
free from glucose and acetone, and further insulin was withheld. 
Because of continuous pyrexia antibiotic treatment with penicil- 
lin and streptomycin was continued. In spite of the absence of 
significant physical findings and in spite of the apparent sub- 
sidence of the diabetic coma and acidosis, the patient suddenly 
became confused, could not be aroused, and died at 1:45 a. m. 
at the start of the fourth hospital day. 

Autopsy was done. The body was that of a well-nourished, 

well-developed white man about 68 years of age. The pleural 
cavities each contained 250 ce. of clear yellow fluid. The lungs 
weighed 1.800 gm. There was an old calcified Ghon's tubercle 
in the right lower lobe on the lateral surface: the cut surface 
showed marked congestion and edema. There was no evidence 
of consolidation. The heart weighed 400 gm. and showed 
moderate right and left ventricular hypertrophy. The stomach 
and intestines were congested. The spleen weighed 250 gm. and 
on section revealed an extremely soft pulp. The liver was larger 
than normal, weighed 1,600 gm. and showed evidence of 
moderate congestion. The kidneys together weighed 410 gm.; 
they were of equal size and larger than normal. The capsule 
stretched easily, leaving a smooth surface with an occasional 
scar along the free margin. The cut surface of the left kidney 
showed irregular yellowish areas in the pyramids measuring 0.5 
to 1.2 cm. in diameter (fig. 1). These were located near the tip 
of the papillae and extended about halfway to the corticomedul- 
lary junction. They were sharply defined and surrounded by 
areas of reddish discoloration. In the same region of the right 
kidney there were several small round abscesses measuring up 
to 5 mm. in diameter. There were numerous yellow streaks 
throughout the parenchyma of both kidneys. The renal pelves 
contained a moderate amount of purulent material. There was 
no evidence of obstruction. The bladder was the seat of petechial 
hemorrhages. The prostate was slightly enlarged and contained 
sharply delineated nodules up to 1 cm. in diameter. The brain, 
cranium, meninges, and remaining organs revealed nothing of 
note. 
The kidneys, liver, and pancreas revealed significant findings 
when examined microscopically. Under low power most of the 
glomeruli of the right kidney appeared normal. The arteriole 
(vasa afferentia) appeared moderately thickened and hyalinized. 
The wails of the capillary loops of the glomeruli were thickened; 
a few of the glomeruli showed partial or complete hyalinization. 
The para-aminosalicylic acid stain revealed that there was thick- 
ening of the capillary walls. GoOmori’s silver impregnation 
revealed fibrinous new formation in the glomeruli. Occasional 
streaks of acute and chronic inflammatory cells were noticed, 
extending from the medulla toward the cortex. One small abscess 
was noticed in the medulla. The lining epithelial cells of the 
proximal convoluted tubules appeared swollen and indistinctly 
outlined. The larger branches of the renal arteries appeared 
normal. Sections taken from the left kidney showed multiple foci 
of well-delineated necrotic areas in the medulla (fig. 2). These 
foci were of infarct-like appearance. The interstitial tissue and 
the tubular epithelium appeared ischemic. With the Mallory 
stain, the framework appeared broken up. The peripheral zone 
of these lesions consisted of dense, purulent exudate within and 
between the tubules, frequently destroying the parenchyma. 
Clusters of bacteria were noticed. At the border zone of necrosis, 
fibrin thrombi were noticed in the small vessels and conglutina- 
tion thrombi in the capillaries. The mucosa of the pelvis showed 
few inflammatory cells. 

Examination of the liver showed that the lobular pattern was 
preserved. The portal fields were enlarged and triangular. Fi- 
brotic strands extended partially around the lobules. Many of the 
hepatic cells contained large vacuolized (glycogen containing) 
nuclei. The normal lobular architecture of the pancreas was 
destroyed and distorted. The interlobular connective tissue was 
markedly increased. Strands of connective tissue were seen cut- 
ting into the lobules and separating individual acini. The small 
ductules were dilated; some showed marked tortuosity. Islands 
of Langerhans showed partial or almost complete fibrosis. Scat- 
tered throughout the section recent and older foci of pancreatic 
necrosis were noticed. The arterioles and small arteries were 
thickened. 
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Section of the prostate revealed nodules composed of typical 
glandular structures. Microscopic examination of the brain, 
thyroid, lung, heart, and adrenals revealed nothing of sig- 
nificance. 

COMMENT 

The etiology and pathogenesis of renal papillary necro- 
sis is not clearly understood.’ Knutsen and co-workers * 
found arteriosclerosis, arteriolosclerosis, and bacterial 
infections the most common and most consistent findings 
in the kidneys. They felt that anoxia of the kidney from 
vascular disease is the most important predisposing fac- 
tor in the pathogenesis of the lesion. The normal relative 
ischemia of the renal papilla and adjacent pyramids 
localizes the lesion to its characteristic site. Robbins and 
Angrist © suggested a rapid and complete infarct-like 
necrosis, precipitated by an infectious process and fol- 
lowed by an inflammatory reaction in the papillae. Ex- 


Fig. 2.—Photomicrograph of section of tissue from area of renal papil- 
laty necrosis. 


perimentally, renal papillary necrosis has been produced 
by ligation of one or both ureters * or by ligation of one 
ureter and intravenous injection of bacteria.” Recently, 
Mandel and Popper * succeeded in producing renal papil- 
lary necrosis in rabbits by injections of vinylamine. The 
morphological features common to both experimental 
and human medullary necrosis suggested the presence of 
a circulatory disturbance as a significant causative fac- 
tor, that is, vasoparalysis and thrombi, precipitated by 
pyelonephritic infection in the presence of diabetes, uri- 
nary tract infection, or both. 

The results of the autopsy in our case seem to favor 
such a contention; there was marked pyelonephritis and 
absence of obstructive uropathy. Tamaki and Whitman '’ 
have postulated that in cases of diabetes without urinary 
tract obstruction pyelonephritis was primary and papil- 
lary necrosis was secondary. What factors, then, were 
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responsible in our case for the acute renal vasoparalysis 
and anoxia leading to papillary necrosis? It would seem 
that the clinical state of diabetic coma represents just 
such a condition favorable to the development of renal 
papillary necrosis. Shock, dehydration, diminution of 
cardiac output, and diminution of renal blood flow are 
prominent features of severe diabetic coma; they may 
well constitute the factors that will convert a relatively 
innocuous papillary avascularity into a fatal necrosis. If 
such a concept holds true, increased efforts toward the 
maintenance of renal circulation and blood flow, par- 
ticularly in the presence of urinary tract infection, may 
succeed in preventing this fatal complication of diabetic 
coma. 
CONCLUSIONS 

This case suggests that renal papillary necrosis may be 
precipitated by diabetic coma and should thus be clas- 
sified among the fatal complications inherent to diabetic 
coma. 
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AVASCULAR NECROSIS OF THE PHALANGES 
OF THE HANDS (THIEMANN’S DISEASE) 


Ernest W. Shaw, M.D., San Diego, Cali}. 


In 1909, H. Thiemann ' described a typical, localized, 
epiphysial disease of the fingers and toes. As a rule the 
disease involves both hands; it generally affects the prox- 
imal interphalangeal joints of the middle fingers of both 
hands, but in a good proportion of the cases described the 
second, third, fourth, and, occasionally, fifth fingers have 
been affected. The lesions attack both hands but not 
always the same joints. The disease has been associated 
with similar lesions in the great toe and in the first tarso- 
metatarsal joint. The disease was noted only in late 
childhood and during adolescence. The onset is usually 
insidious, sometimes with a history of trauma or exposure 
of the hands to cold. Fusiform swelling of the proximal 
interphalangeal joint occurs and is associated with some 
restriction of movement. No skin changes are present as 
a rule. Cases have been described by Esau,’ Dahs,’ 
Kloiber,' Weil,’ Dessecker,” and Fleischner.’ Reinberg 
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and Graziansky * have described six cases that they 
called multiple osteochondropathy of the phalanges of 
the fingers. Brailsford * described one case that was sub- 
mitted to him by Davidson. This is a report of 4 addi- 
tional cases and 18 suspected cases in six generations 
of one family. 


Pig. 1.—Hands of a -yearold boy with avascular necrosis of the 
phalanges (Thiemann’s disease) Note enlargement of interphalangeal 
joints and shortening of fingers. 


REPORT OF A CASE 


A 20-year-old white boy had been in good health and had 
had no serious illnesses. At the age of 15 he had begun to 
have swelling of the proximal and distal interphalangeal joints. 
associated with occasional slight pain. At the onset only the 
right middle finger was involved; later, the condition gradually 
spread to involve the other interphalangeal joints of both hands. 
At the age of 16 the patient had received eight intramuscular 
injections from an orthopedic surgeon without apparent effect 
on his “arthritis.” Since the age of 18 he had had some slight 
swelling and discomfort in the knees. The patient was single: 
he and his mother were both born and raised in Cleveland; he 
had worked as a welder and, later, as a photo technician. He used 
very little alcohol, no tobacco, and no drugs. 

Physical examination showed an alert, cooperative, intelligent 
white boy of average build, in no distress. The weight was about 
180 Ib. (81.6 kg.). Findings were within normal limits except 
for moderate, spindling enlargement of the proximal inter- 
phalangeal joints (bony ridges) and slight enlargement of the 
distal interphalangeal joints (fig. 1). Some shortening of the 
fingers of both hands was present. Complete blood count, sedi- 
mentation rate, hematocrit, urinalysis, and routine flocculation 
test for syphilis were normal. Serum levels were: uric acid, 
3.1 mg. per 100 cc.; calcium, 12 mg. per 100 cc.; phosphorus, 
2.8 mg. per 100 cc.; total protein, 7.3 gm. per 100 cc.; albumin, 
4.2 gm. per 100 cc.; globulin, 3.1 gm. per 100 cc.; alkaline 
phosphatase, 7.2 Bodansky units per 100 cc.; and protein-bound 
iodine, 6.3 meg. per 100 ml. Basal metabolic rate determinations 
were -21 and -18°%. Roentgenograms of the chest, knees, ankles, 
and feet were not remarkable. Roentgenograms of the hands 
(fig. 2) revealed that all the metacarpals and phalanges were 
shortened and broadened, particularly at their ends. This was 
particularly pronounced in the little finger. The joint spaces 
were well preserved. There were hypertrophic changes about the 
proximal interphalangeal and distal interphalangeal joints. 
There was a moderate soft-tissue swelling about the proximal 
interphalangeal joints. 
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Family History.—The patient's mother, age 46, had had the 
same type of joint disturbance (fig. 34), which also started at 
the age of 15. She was not bothered by her arthritis and was 
otherwise in good health. The patient's father, age $4, was well 
and without bone or joint disease. There were no siblings. The 
maternal grandmother, age 70, was in good health but had also 
had similar joint deformities for many years. Roentgenograms 
of her hands were not obtainable. Two aunts (maternal) gave 
a similar history of joint disturbances. Roentgenograms of their 
hands (fig. 38 and C) are very similar to those of the patient. 
In six generations, 17 other members of this family are said 
to have had this condition (fig. 4). 


DIFFERENTIAL DIAGNOSIS 

Thiemann’s disease is differentiated from rheumatoid 
arthritis by the absence of redness and heat in the in- 
volved joints and by the absence of systemic symptoms. 
The disease is differentiated from osteoarthritis by the 
joints involved and the early age of onset. The clinical 
course, history, physical examination, and roentgen and 
laboratory studies help to differentiate this condition 
from the acute and chronic infectious arthritides and from 
the known metabolic and endocrine disorders. 


COMMENT 

The pathogenesis of aseptic osseous necroses is now 
understood, though the cause remains unknown. One of 
the principle types of aseptic, avascular osseous necrosis 
is an osteochondritis of growing epiphyses. Nearly every 
secondary epiphysis and many of the primary epiphyses 
have been observed as a site of an osteochondritis. Each 
original observer has had his name appended to the dis- 
eased epiphysis he described. The pathogenesis and pa- 
thology of all the epiphyseal osteochondritides is essen- 
tially the same. Many theories have been advanced to 
explain the cause of this condition, but none have been 
proved. Trauma, infection, endocrine imbalance, and 
hereditary constitutional factors have been suggested. 
A few examples of epiphyses in which aseptic necrosis 


Fig. 2.—Roentgenogram of the hands (fig. 1) of the patient in the 
case reported on. 


has been observed are the tibial tubercle (Osgood- 
Schlatter’s disease), the capital epiphysis of the femur 
(Legg-Calvé-Perthes’ disease), and the second metatar- 
sal head (Freiberg’s disease). There seems to be no 
epiphysis that may not be affected by an osteochondritis. 

Relatively little has been written about osteochon- 
dritis of the phalanges of the fingers. Thiemann’s first 
description of the disease noted involvement of two or 
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three of the proximal, and occasionally the distal, inter- 
phalangeal joints of both hands. Involvement of the 
proximal joint of the great toe and, sometimes, the first 
metatarsal joint has been an occasional associated find- 
ing. Dessecker was the first to describe the histological 
pathology of such a case as being that of an aseptic necro- 
sis. He thus confirmed the roentgenologic impression. 
The involved epiphyses are compressed and split, es- 
pecially in their central portions. As a result of the ab- 
sorption of bony fragments, irregular defects occur that 


4 


Fig. 3.—Roentgenograms of hands of relatives of the patient 
case reported on, showing similar deformities. 4. mother of 
8B and C. maternal aunts of the patient. 


may assume such proportions that only a small fraction 
of the margin and irregular islets of bone in the center 
remain intact within the bony epiphyses. The epiphysis 
and metaphysis are widened. The phalanx is retarded in 
growth. The joint space is not narrowed but may be ir- 
regular; the joint capsule is moderately thickened. 
Toward the end of puberty the epiphysis regenerates and, 
at the normal time, joins with the metaphysis. The end- 
result is a moderate thickening of the epiphysis and 
metaphysis and a slight shortening of the phalanx. Ac- 
cording to pedigrees published by Ryffel.'’ Heise.’ Syl- 
vest,'* and Trippel,'’ there is a dominant mode of inherit- 
ance with strong penetrance. Ryfiel described two or 
three proved cases in one generation and two suspicious 
cases in the preceding generation. In one instance, a case 
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of Perthes’ disease of the right femoral head was ob- 
served in a 5-year-old boy; five years later this patient 
had Thiemann’s disease of both hands. McComas ** and 
Stephens and Kerby '* described familial Legg-Calve- 
Perthes’ disease; in one family 28 of 88 persons in five 
generations were affected. The trait behaved genetically 
as a simple dominant with variable expressivity."* 

As in the previously reported cases, the one patient 
that I had an opportunity to study thoroughly had no 
other clinical, biochemical, endocrine, or constitutional 
anomalies or abnormalities. The age of onset in my cases 
was about 15, which corresponds well to the published 
cases, in which the disease started at ages 14 to 20. Of 
the patients in my series of cases 11 are female and 6 
male, and the sex of one is unknown. According to Brails- 
ford, this process has been found more commonly in 
males. A detailed discussion of the roentgen findings will 
be published elsewhere. 


of avascular necrosis of the phalanges of the fingers. 


SUMMARY 

Four probable and 18 possible cases of avascular ne- 
crosis of the phalanges of the fingers (Thiemann’s dis- 
ease) occurred in members of six generations of one 
family. The condition produces a fusiform swelling of the 
metacarpop geal and proximal and distal interpha- 
langeal joints and shortening of the distal phalanx. The 
onset in each patient was between the ages of 10 and 15 
and was manifested initially by slight pain. This disorder 
has resulted in no marked constitutional symptoms and 
very little incapacity. 
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GRANULAR CELL MYOBLASTOMA 
OF THE VULVA 


Walter J. Reich, M.D. 

Albert M. Doswald, M.D. 

Phillip C. Williams, M.D. 

and 

Mitchell J. Nechtow, M.D., Chicago 


The report of this case was occasioned by the rareness 
of occurrence of the disease reported and the fact that 
only a few cases have appeared in the literature.’ 


REPORT OF A CASE 

A 33-year-old Negro woman, gravida 2, with spontaneous 
abortions in 1936 and 1938, was first seen in the Cook County 
Hospital gynecology outpatient clinic on Sept. 17, 1952. She 
complained of a growth, described as a “pimple,” on her right 
labium majus pudendi. It had been present for about four 
years. It did not cause any discomfort, although it became in- 
fected once about two months prior to the patient's visit. Some 
itching was present. The growth had become larger until its 
present size was about 0.5 in. (1.3 cm.) in diameter. 

Physical examination showed an obese Necro woman, not 
acutely ill, weighing 241 Ib. (109 kg.), and § ft. 1 in. (15S em.) 
tall. Her blood pressure was 150/100 mm. Hg. There was a 
firm, nontender, freely movable mass, | by | cm. in diameter, 
in the inferior outer portion of the right labium majus (fig. 1). 
The overlying skin was slightly ulcerated. Pelvic examination 
showed no abnormalities except for left adnexal shortening due 
to previous pelvic surgery. The blood Kahn test was negative. 
The hemoglobin level was 14 gm. per 100 cc., red blood cell 
count 4,300,000, and white blood cell count 8,500 per cubic 
millimeter. The urine showed no abnormalities. A cytological 
smear as interpreted by our cytologist, Dr. M. W. Rubinstein, 
was classified as negative (class 1). The diagnosis was deferred. 
Biopsy was done, and the diagnosis of myoblastoma was ob- 
tained. 

The patient refused surgery until four months later. The mass 
was removed on Feb. 6, 1953, by excision under local anesthesia. 
The postoperative course was uneventful, and the patient was 
discharged the next day. There has been no recurrence since 
that time. 

The pathological report grossly described the specimen as a 
strip of brown skin tapering at each end, 2 by | cm. in size. 


Fig. 1.—<Giross appearance of the myoblastoma of the vulva. 


In one region the tissues were somewhat ulcerated at a level 
0.5 cm. in diameter. The thickness of the skin and subcutaneous 
tissues was | cm. On surfaces made by cutting, the subcutaneous 
tissues were gray and fibrillar. 

The histological preparations consisted of markedly thickened 
hyperkeratotic and acanthotic stratified squamous epithelium 
(fig. 2). Portions were ulcerated. In the stroma were nests of 
squamous epithelial cells that were markedly hyperplastic. Of 
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significance was the finding of round to oval to polyhedral cells 
arranged in mosaics, with an abundant cosinophilic granu- 
lar cytoplasm and a medium basophilic nucleus. These cells at 
some levels were arranged in compartments separated by fibrillar 
septums. At some levels were hair shafts and sweat glands. The 
anatomic diagnosis was granular cell myoblastoma of the 
vulva. 


Fig. 2.—Photomicrograph of tissue showing myoblastoma of the vulva. 


Myoblastoma of the labium majus is quite rare; only 
three cases have been reported in the literature.’ It seems 
to be a slow-growing neoplasm and is apparently benign. 
All lesions of the labia, regardless of the gross appear- 
ance, should be studied by biopsy. It should be remem- 
bered that cytological study in a nonexfoliating lesion 
will show no malignant cells. Neoplastic changes such as 
sarcoma and blastoma do not exfoliate. Only rarely will 
an extensive, ulcerated mesodermal malignant lesion be 
found by the Papanicolaou (cytological) test. The treat- 
ment of choice is surgical excision, as these lesions are 
radioresistant.” This patient will be observed at least 
twice a year. 

109 N. Wabash Ave. (Dr. Reich). 
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Fat Embolism.—Fat embolism has been found at autopsy, not 
only following a major fracture but also after an injury with- 
out a fracture, a severe burn, puerperal sepsis, convulsions, or 
alcoholic delirium. Most writers support the theory that fat 
emboli result from the breakdown of fat cells and the extrusion 
of their contents into adjacent veins and venules. This is sub- 
stantiated by the fact that fat embolism is usually discovered 
following fractures where veins are encased in a bony wall. 
Because of their noncollapsible walls, these vessels furnish easy 
access to fatty substances as soon as hemorrhage and exudation 
raise the local pressure above that of the venous pressure. 
Numerous cases, however, cannot be explained by this theory. 
Fat embolism has been observed following burns, poisonings, 
osteomyelitis, diabetes mellitus, eclampsia, pancreatitis, tuber- 
culosis, and fatal conditions producing fatty necrosis. Obesity 
apparently is not a factor in the incidence of fat embolism, nor 
is its severity necessarily related to the degree of injury.—Lieut 
R. L. Buck, Fat Embolism, United States Armed Forces Medi- 
cal Journal, April, 1954. 
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CONTINUOUS DIFFERENTIAL SPINAL 
ANESTHESIA AFTER FEMORAL 
ARTERY EMBOLECTOMY 


Benjamin Eliasoph, M.D. 

Harold Sobel, M.D. 

and 

Robert A. Nabatofi, M.D., New York 


Despite great strides made in the field of cardiovas- 
cular surgery during the past decade, the problems posed 
by peripheral arterial emboli remain largely unsolved. 
since the emboli tend to be multiple and are often fatal. 
Bull ' has classified five possible sites of origin of periph- 
eral arterial emboli: (1) a central artery, such as the 
aorta, (2) the left side of the heart, (3) pulmonary 
veins, (4) the right side of the heart, and (5) systemic 
veins. The last two sites of origin postulate the presence 
of a patent foramen ovale. Although emboli may origi- 
nate from any of these five locations, the most frequent 
site of origin is the left side of the heart. 

The location of mural thrombi and the incidence of 
arterial embolization vary with the type of heart disease 
present. Garvin * has reported a 67% incidence of mural 
thrombi in patients with coronary thrombosis and myo- 
cardial infarction. In approximately 90°? of these pa- 
tients, the thrombi were located within the ventricles, 
especially the left. Mural thrombi were present in more 
than 30° of patients with uncomplicated hypertensive 
heart disease, located predominantly within the ventri- 
cles. In rheumatic heart disease with mitral stenosis the 
incidence of mural thrombi varies from 13° ° to 32%. 
In contrast to the ventricular location of mural thrombi 
in patients with coronary thrombosis and hypertensive 
heart disease, in about 90°C of the patients with rheu- 
matic heart disease, the thrombi are located within the 
auricles or auricular appendages.* 

Haimovici,' in a review of 330 instances of peripheral 
arterial embolism, found that 38.5% occurred in the 
femoral arteries, 14° in the popliteal artery, 14° in 
the common iliac artery, 9° at the bifurcation of the 
aorta, and 9° in the brachial arteries; the remainder oc- 
curred in miscellaneous portions of the arterial tree. 

An embolus invariably obstructs an artery at its bi- 
furcation. If not effectively treated, embolic occlusion 
at the bifurcation of either the abdominal aorta or the 


From the Mt. Sinai Hospital. 

Dr. Arthur Rosenthal assisted in this study and gave advice concern- 
ing the we of differential spinal anesthesia. 
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common iliac artery will usually be followed by evidence 
of marked ischemia.” When the occlusion involves the 
common femoral artery the prognosis is somewhat bet- 
ter. Of 108 instances of femoral artery embolism treated 
conservatively or not at all, 69 were followed by post- 
embolic ischemia, subsequent amputation, or death.' 

The longer the period of time that elapses between 
the occurrence of the embolus and embolectomy, the 
more opportunity there is for damage to the intima at 
the site of the embolus and the development of a distally 
propagating thrombus. In addition, the longer the ex- 
tremity is in a state of ischemia, the higher the incidence 
of deep venous thrombosis. The occurrence of deep ve- 
nous thrombosis in an acutely ischemic extremity is not 
unusual. 

The general status of the patient must be evaluated 
carefully before surgery is carried out. The administra- 
tion of an anesthetic or the trauma of operation may be 
sufficient to produce cardiac decompensation, pulmonary 
edema, or the dislodgment of additional thrombi. If the 
patient's condition permits, he should be transported 
to the operating room as soon as the diagnosis of femoral 
artery embolism is made. Skin temperature readings and 
oscillometric tracings are recorded, and a spinal anesthe- 
sia is given. If there is no rise in skin temperature and 


Fig. 1.—Electrocardiogram taken several days after the patient's admis- 
sion to the hosxpital. 


no reappearance of peripheral pulses in the involved 
extremity and if a definite increase in skin temperature 
occurs in the other extremity, embolectomy should be 
carried out while the patient is still under spinal anes- 
thesia. Some physicians oppose the use of spinal anes- 
thesia for femoral artery embolectomy because of the 
poor general condition of the patients and because of 
the possibility of relieving spasm distal to the site of em- 
bolus and thus permitting it to travel to more distal sites 
in the arterial tree. Actually, the advantages of spinal 
anesthesia for embolectomy far outweigh any possible 
disadvantages. The elimination of vasospasm and the 
extent of vasodilatation achieved are of prime importance 
in maintaining blood flow through collateral vessels dur- 
ing and after embolectomy. 

Both single injection and prolonged continuous spinal 
anesthesia are valuable adjuncts in the treatment of 
peripheral embolism. The ischemia distal to the site of 
an embolus is caused not only by the plugging of the 
artery but also by an associated spasm of the collateral 
circulation. Marked improvement often occurs after pro- 
caine hydrochloride (Novocain) block of the regional 
sympathetic ganglions. Smith and Rees * described six 
patients with emboli of the legs. With the use of spinal 
anesthesia, vasospasm was relieved and there was also 
marked relief from pain. Ruben’ treated 10 patients 
with acute arterial occlusion by means of continuous 
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lumbar sympathetic block, and marked improvement was 
noted. It has also been demonstrated that a differential 
spinal block anesthetizes fibers carrying vasoconstrictor 
impulses to the periphery without materially affecting 
fibers concerned with touch, proprioception, vibratory 
sense, and motor power.* 


ee illustration of site of embolic occlusion of 
femoral artery. The superficial femoral artery had already been occluded 
as a result of arteriosclerotic peripheral vascular disease. 


REPORT OF A CASE 


A 67-year-old white woman was admitted to the Mount Sinai 
Hospital with the chief complaints of shortness of breath, weak- 
ness, and pain in the chest and upper part of the abdomen. The 
pain had first occurred suddenly at about 10 p. m. three days 
previous to hospital admission. It had been accompanied by 
vomiting and marked weakness. Meperidine (Demerol) hydro- 
chloride, 100 mg., was given at 11 p. m., and the dose was 
repeated in two hours because of persisting pain. The following 
afternoon another dose was administered because of sudden 
severe pain in the left upper part of the chest and shoulder 
region. The pulse was noted to be irregular at this time, and the 
systolic blood pressure dropped from the patient's usual level of 
170 to 110 mm. Hg. This drop in blood pressure 
but the pulse rate became regular the following day. 


Fig. 3.—Photograph of embolus removed from femoral artery at 
operation. This embolus probably had its origin over an infarcted area 
of myocardium, 


History.—A hysterectomy had been performed in 1933 be- 
cause of uterine fibroids. For the past 10 years the patient had 
noted episodes of vertigo that were precipitated by sudden 
changes of position of the head. Seven years before, a left homon- 
ymous hemianopsia had developed; it has persisted until the 
present time. Shortness of breath on exertion and typical inter- 
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mittent claudication had been present for the three years pre- 
vious to hospitalization. During this period no arterial pulses had 
hee palpable in either leg. 

Physical Examination.—Examination showed a_ well-devel- 
oped, well-nourished woman in no acute distress. The tempera- 
ture was 100.2 F, the blood pressure 110/80 mm. Hg, and the 
pulse rate 90 beats per minute and grossly irregular. The point 
of maximal impulse of the heart was 2 cm. lateral to the mid- 
clavicular line, in the sixth left interspace. No murmurs were 
heard, but the heart sounds were irregular and seemed distant. 
There was no pulse deficit. The liver edge was palpable 2 cm. 
below the costal margin. Both femoral artery pulsations were 
palpable, but there were no pulses palpable below this level in 
either leg. 

Laboratory Studies.—Studies showed that the blood cell count, 
urinalysis, and blood chemistry results were within normal 
limits. The erythrocyte sedimentation rate was 82 mm. per hour. 
The electrocardiogram showed inversion and coving of the T 
waves. The QRS wave was of low voltage, and the RST wave 
was elevated in leads V, to V.. The diagnosis was that these 
abnormalities were characteristic of recent anterior wall infarc- 
tion and probable diaphragmatic infarction (fig. 1). Oscillometer 
readings were zero on the right and left calf and ankle. These 
readings indicated marked arteriosclerotic peripheral vascular 
disease with occlusion of both superficial femoral arteries. 


Thermocouple Readings Taken After Operation 
Five Hours After Operation 
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Course.—Treatment of the myocard¥al infarction consisted of 
complete bed rest, sedation, and the use of anticoagulants. On 
the fourth hospital day (Dec. 27, 1952), at 7:30 a. m., sudden 
severe pain and coldness of the right lower part of the thigh and 
leg developed. Examination showed that the right common 
femoral artery pulsated vigorously. The right leg from the mid- 
thigh down to the toes was cold, and there was bluish discolora- 
tion of the skin overlying the knee and the first three toes. There 
was no sensation or motor power in the right foot. It was ap- 
parent that a thrombus had become dislodged from the heart and 
had been propagated to the junction of the right superficial and 
deep femoral arteries. 

Operation.—The patient was taken to the operating room, and 
spinal anesthesia was given. The spinal needle was introduced 
through the third lumbar interspace, and a mixture of tetracaine 
(Pontocaine) hydrochloride (15 mg.) and 10° dextrose solution 
(1.5 cc.) was injected. No improvement was noted in the condi- 
tion of the right leg. Embolectomy was begun by one of us 
(R. ALN.) at 12 p. m. 

A 4 in. (10 cm.) skin incision was made from the midpoint of 
the inguinal ligament downward along the course of the femoral 
vessels. The superficial fascia was divided and the sartorius 
muscle retracted laterally. There was excellent pulsation in the 
common femoral artery but no pulsation in either the superficial 
or deep femoral vessels. Tapes were placed around the common, 
deep, and superficial femoral arteries, and a short vertical inci- 
sion was made at the junction of these three vessels. A marble- 
sized soft thrombus was found at the bifurcation of the common 
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femoral artery (fig. 2). It was removed easily (fig. 3), and it was 
readily apparent that the common and deep femoral arteries were 
completely patent but that the superficial femoral vessel had been 
occluded for a long period. The exposed intima was then irrigated 
with heparin solution, and the opening in the artery was closed 
with interrupted 00000 silk sutures on an atraumatic needle. 
Two cubic centimeters of heparin was then injected intra-arteri- 
ally proximal to the arteriotomy incision. The wound was closed 
in layers. Immediately after the operation, continuous anesthesia 
was instituted. A polyethylene catheter was threaded intrathecally 
through a no. 16 lumbar puncture needle for about 2.5 cm. into 
the subarachnoid space and directed caudally. The needle was 
removed and the catheter fixed in place. Through the catheter 
2 cc. of 0.1% tetracaine solution in dextrose was injected at 
2-hour intervals for 24 hours. The level of anesthesia was deter- 
mined by the patient's response to pinprick and was maintained 
at the level of the 12th thoracic vertebra. There was loss of 
epicritic sensation but no loss of motion in the legs. The con- 
centration of the drug was sufficient to prevent vasoconstriction 
and still permit active motion of the legs. The bluish discolora 
tion of the skin overlying the right knee and first three toes dis- 
appeared rapidly. The postoperative course was uneventful. 
Twenty-one months after the operation the patient had remained 
completely well. 
SUMMARY 


In a patient with marked arteriosclerotic peripheral 
vascular disease with obliteration of the superficial fem- 
oral arteries, an extensive myocardial infarction de- 
veloped. Six days later an embolus from the myocardium 
was propagated to the junction of the superficial and deep 
femoral arteries. Four and one-half hours after this com- 
plication, embolectomy was performed with the patient 
under spinal anesthesia. A differential spinal block, anes- 
thetizing only vasoconstrictor fibers, was maintained for 
24 hours after the operation in order to relieve vaso- 
spasm and maintain maximum vasodilatation and still 
permit active leg exercises. Differential continuous spinal 
anesthesia is a valuable adjunct in the therapy of periph- 
eral arterial emboli, whether conservative or operative 
treatment is carried out. 
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AREA OF COLON VISUALIZED THROUGH 
THE SIGMOIDOSCOPE 


Lieut. Commander Burton A. Shatz (MC), U.S.N.R. 
and 
Commander Eugene L. Freitas (MC), U.S.N. 


The diagnosis of diseases of the colon is largely de- 
pendent on the findings revealed by roentgenographic 
examination of the barium-filled colon and by sigmoid- 
oscopy. The barium enema can usually be relied upon to 
visualize the colon down to the region of the rectosig- 
moid; however, the colon is notorious for its tendency 
to have redundant, overlapping loops in the region of the 
sigmoid, frequently making it difficult to examine this 
area adequately. Since the high incidence of lesions in 
the vicinity of the rectosigmoid is well known, the clini- 
cian often feels uneasy about accepting a normal roent- 
genogram report when the patient has symptoms sug- 
gestive of disease in this area. With the 10 in. (25 cm.) 
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sigmoidoscope, the rectum and a portion of the distal 
sigmoid can usually be visualized. The knowledge of 
just how much of the sigmoid is seen through the sig- 
moidoscope when one is evaluating the barium enema 
films may, therefore, be of considerable practical im- 
portance. If one were able to point with certainty to the 
area that was visualized through the sigmoidoscope, the 
“blind spots” on the barium enema films could, perhaps, 
be eliminated or more sharply delineated for further 
study. 

Reference to the medical literature failed to reveal 
any studies demonstrating the level reached by the sig- 
moidoscope in the colon as visualized on barium enema 
examination. Further, consultation with colleagues who 
had wide experience in sigmoidoscopy revealed a marked 
variation in their estimates of how much of the colon 
they could see through the sigmoidoscope. It was, there- 
fore, thought worth while to undertake a study of this 
problem. It is the purpose of this report to describe a 
method of marking the innermost point in the colon 
reached by the sigmoidoscope in such a manner that it 
can be seen on the films of the barium-filled colon and 
to analyze the results of this procedure in 50 patients. 


Fig. 1.—Clips and rectal biopsy forceps used to insert them in colon. 


METHOD 

All patients were examined in the inverted position on 
a Buie-type table with a standard 10 in. sigmoidoscope. 
When the scope was inserted its full length a silver clip 
was attached to the colonic mucosa, marking the inner- 
most point visible through the sigmoidoscope. The clips 
were fashioned from no. 10 silver wire to fit the jaws of 
a standard rectal biopsy forceps, as shown in figure 1. The 
teeth of the clip were bent at such an angle that only 
the superficial layers of colon were pierced when the teeth 
were closed. Immediately after the clip was attached, the 
patient was sent to the radiology department, where a 
barium enema examination was done. A posterior-ante- 
rior view of the colon before and after evacuation and a 
right anterior oblique view of the rectosigmoid area be- 
fore evacuation were taken on all patients. The standard 
roentgenographic technique was modified by increasing 
the physical factors 10 kv. over the usual voltage. A total 
of 50 patients were studied in this fashion. Roentgeno- 
grams of the abdomen taken on the day following the 
above procedure revealed that the clip had been passed 
from the colon in all cases. In no instance did a patient 
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complain of discomfort during passage of the clip and 
most were unaware when this occurred. 


RESULTS 
The above-described procedure was performed in SO 
patients. In five the films were unsatisfactory for technical 
reasons. From the results of the films taken in examin- 
ing one patient it can be stated with certainty that the 


Fig. 2.—Arrow shows clip at level of fourth lumbar vertebra 


mucosa of the rectum and the sigmoid to a point just 
proximal to the distal bend of the sigmoid was visualized. 
It was of interest to note the marked mobility and dis- 
tensibility of the colon. In the barium-distended colon 
the clip could be seen at the level of the fourth lumbar 
vertebra (fig. 2). In the postevacuation film this same 
point on the mucosa could be seen to have contracted 
down to the level of the sacrococeygeal junction. In 37 
patients the contour of the rectosigmoid area conformed, 
with minor variations, to the same basic configuration. 
This “average” configuration is diagrammatically illus- 
trated in figure 3. Plotted on this figure are the approxi- 
mate locations of the clips as found in examining these 37 
patients. This “scattergram™ shows that, when the sig- 
moidoscope is introduced to a depth of 10 in., the point 
reached in the colon falls within a relatively narrow zone 
in the distal bend of the sigmoid. The remaining eight 
patients had such variations in anatomic configuration, 
due to marked redundancy of the sigmoid or rectum, that 
they could not be included in the above group. 


COMMENT 
The correlation of the point in the colon reached by 
the sigmoidoscope and the anatomy of the barium-filled 
colon gives the clinician and the radiologist enough infor- 
mation to intelligently decide whether or not the colon 
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has been completely examined. If there is a gap between 
the point that ts reached by the sigmoidoscope and the 
point that is satisfactorily visualized by the roentgeno- 
grams, a complete examination of the colon has not been 
accomplished, and repeat studies should be performed 
in an attempt to visualize the area that has escaped ex- 
amination. As demonstrated in this study, the point in 
the colon reached by a 10 in. sigmoidoscope introduced 
its full length falls within a narrow zone in the sigmoid in 
the patients with an “average” configuration of the colon. 
Therefore, this point can be predicted, in most cases, 
when one examines the barium enema films, and using a 
clip is usually not necessary. However, when the con- 
figuration of the colon varies markedly from that shown 
in figure 2, the clip should be utilized to be certain of the 
point reached by the sigmoidoscope. 

A fact of practical importance about sigmoidoscopy 
became apparent during this study. The marked longi- 
tudinal stretching of the colon when distended was clearly 
demonstraied; therefore, distention of the colon with air 
during sigmoidoscopy must not only cause an increase 
in the caliber but also a simultaneous lengthening of the 
colon. Furthermore, the mucosal surface of the distended 
colon is flattened, and the “telescoping” of the colon over 
the barrel of the scope cannot occur. As a result, a smaller 
area of mucosa falls within the field of vision in the dis- 
tended colon than in the empty and collapsed one. Con- 
sequently, it has been our policy to introduce the sig- 
moidoscope its entire length without any insufflation of 


Fig. Approximate location of clips in 37 patients 


air, if at all possible, and, on withdrawing the scope, just 
enough air is used to flatten the mucosa so that a lesion 
in a valley between two folds will not remain concealed. 


SUMMARY 


Clips attached to the colonic mucosa were used to 
mark the innermost point in the colon reached by a 
sigmoidoscope. These clips were visible on barium enema 
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roentgenograms and showed that the area of colon visual- 
ized through a 10 in. sigmoidoscope included the rectum 
and the distal bend of the sigmoid in the majority of cases. 
We feel it is important to correlate the area of colon 
visualized through the sigmoidoscope with the barium 
enema roentgenograms in order to be certain that a com- 
plete examination of the colon has been made. 
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DIAGNOSTIC PROBLEMS | 


PRESENTATION OF CASE 
Jonas Valaitis, M.D., Chicago 


A 42-year-old white woman was admitted to Albert 
Merritt Billings Hospital on July 17, 1953, because of 
continuous Occipital headaches, occasional nausea with 
vomiting, and weight loss of 14 Ib. (6.4 kg.) in the pre- 
ceding three months. The patient had had headaches 
most of her life, but they had been intermittent and of 
no more than two days’ duration. 

Physical Examination.—The blood pressure was 
118/80 mm. Hg on admission. The temperature was 37 
C (98.6 F) and respirations 22 per minute. The pa- 
tient seemed to be slowed down mentally. On neuro- 
logical examination no abnormal signs were present ex- 
cept a less pronounced left nasolabial fold. An audio- 
gram revealed bilateral high tone deafness of mild degree. 

Laboratory Findings.—The blood had §,090,000 red 
blood cells per cubic millimeter, with 15 gm. of hemo- 
globin per 100 ce., 7,600 white blood cells per cubic 
millimeter, and 227,000 platelets per cubic millimeter. 
Lumbar puncture revealed a pressure of 215 mm. H,O, 
8 white cells per cubic millimeter, and a positive Pandy 
test with a total protein content of 190 mg. per 100 ce. 
An electroencephalogram showed abnormalities sugges- 
tive of a deep cerebral lesion. The initial clinical impres- 
sion was that the patient had a brain tumor. A pneumo- 
encephalogram soon after the patient's admission to the 
hospital and another pneumoencephalogram together 
with an angiogram done one month later failed to reveal 
evidence of a space-occupying lesion. Repeated spinal 
fluid examinations during the hospital course showed a 
maximum pressure of 700 mm. H.O and a total pro- 
tein level up to 246 mg. per 100 cc. The chlorides of the 
spinal fluid were consistently low, about 111 mm. per liter, 
and the glucose was in general decreased, falling as low 
as 17 mg. per 100 cc. The spinal fluid cell count varied 
from 8 on admission up to 4,905 one week before death 
and consisted mainly of lymphocytes. Roentgenograms 
of the chest revealed left pleural effusion on admission, 
which later increased and was removed. Exfoliative cell 


From the Department of Pathology, the University of Chicago. 
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studies of this fluid revealed cells that on one occasion 
were thought to be tumor cells. All serologic, bacterio- 
logical, and skin tests for viral encephalitides or bacterial 
and generalized fungus infections were negative. 
Course.—The clinical course for more than three 
months before death was characterized in general by 
fluctuating but increasingly severe and enduring periods 
of mental confusion, retardation, and stupor. Various 
transient focal neurological signs, including nystagmus, 
dilated and fixed pupils, and left abducens paralysis, were 
also observed but never lasted more than a few days. 
Blindness of the right eye, associated later with optic 
atrophy, was the only persisting sign of this kind. Ex- 
tremely severe intractable headaches, relieved in part 


- 


Fig. 1.—Primary bronchiolar carcinoma of the lung in a Ghon tubercle 
(» 240). 


only by repeated spinal punctures, were constantly pres- 
ent. At no time was there any fever. Tuberculin skin tests 
were negative. The patient died suddenly after a severe 
attack of dyspnea on Oct. 30, 1953. 

The clinical findings were those of subacute meningitis, 
such as might be expected from a granulomatous infec- 
tion, but without any specific agent being found. Under 
these conditions the most likely diagnosis appeared to 
lie between diffuse tumor of the meninges and meningeal 
sarcoidosis. At the time of death the tentative diagnosis 
was sarcoidosis. 

ANATOMIC DIAGNOSIS 

Primary bronchiolar carcinoma of the left lung super- 
imposed over a tuberculous lesion (Ghon) with diffuse 
cerebral meningeal metastases and metastases to the right 
optic nerve, adrenal glands, and pericardium. Massive 
pulmonary embolism secondary to thrombosis of the ex- 
ternal iliac veins. 
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The emaciated body of this woman weighed 81 Ib. 
(36.7 kg.) and was 6042 in. (153.6 cm.) in length. 
The atelectatic left lung was surrounded by 800 cc. of 
hemorrhagic fluid. There was a subpleural Ghon tubercle 
2.5 cm. in diameter in the left upper lobe next to the hilus 
of the lung, which was infiltrated with grayish tumor 
tissue, giving miliary metastases into the left pleura and 
adjacent pericardium. Microscopic sections through the 
Ghon tubercle revealed the site of origin of a bronchiolar 
mucus-producing adenocarcinoma (fig. 1). The same 
tumor was present throughout the subarachnoid spaces 
of the cerebral hemispheres, cerebellum, and brain stem, 
in the meninges, e. g., cerebellum (fig. 2), adrenal glands, 
mediastinal lymph nodes, left pleura, and pericardium. 


Fig. 2.—Metastatic bronchiolar carcinoma im the cerebellar meninges 
with extension into the gray matter ( « 125). 


Microscopic sections of the pulmonary embolus revealed 
an antemortem thrombus identical to the sections taken 
from the thrombus head in the external iliac veins. 


COMMENT 
H. Houston Merritt, M.D., New York 


This patient presented the characteristic clinical find- 
ings of diffuse neoplastic involvement of the meninges. 
This is a syndrome that seems to be becoming commoner 
or at least more readily recognized. The clinical symp- 
toms at the onset were characteristic of a brain tumor, 
but there were no findings on electroencephal 
or p n phalography that confirmed the diagnosis 
or localized the lesion. With progress of the disease the 
two most significant laboratory findings were the abnor- 
malities in the roentgenograms of the chest and in the 
spinal fluid. The most significant changes in the spinal 
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fluid were increased pressure and decreased 
glucose content. These findings a indicate a low- 
grade meningeal infection and are consistent with a diag- 
nosis of tuberculous or yeast meningitis, but the failure 
to recover organisms from the spinal fluid militated 
against these diagnoses. In addition, the long course with- 
out streptomycin therapy excluded the diagnosis of tu- 
berculous meningitis. 

Two conditions that may give clinical findings and spi- 
nal fluid abnormalities similar to those presented by this 
patient are, as noted by the physicians who examined the 
patient, sarcoidosis and diffuse involvement of the menin- 
ges by neoplasm. Sarcoidosis may affect the central nerv- 
ous system as well as the lungs and other organs of the 
body. Involvement of the central nervous system is accom- 
panied by a low-grade meningeal reaction with reduction 
in the sugar content of the spinal fluid.' Diffuse infiltra- 
tion of the meninges by neoplastic processes, whether of 
endogenous origin (gliomatosis) or metastatic (carci- 
nomatosis Or sarcomatosis ), is regularly accompanied by 
signs of meningeal inflammation and a severe reduction 
in the glucose content of the fluid.” Carcinomatosis of the 
meninges is usually secondary to carcinoma of the lung. 
The neurological symptoms are usually of a bizarre na- 
ture. Mental symptoms and cranial nerve paralyses are 
common, and only rarely are there signs or symptoms 
of a large focal lesion in the cerebrum or spinal cord. 

The clues to the diagnosis in this patient were the ab- 
normalities in the spinal fluid and the findings in the 
lungs, particularly the tumor cells in the fluid removed 
from the pleural cavity. 

From the Presbyterian Hospital, Columbia-Presbyterian Medical Center 

1. Pennell, W. H: Boeck’s Sarcoid with Involvement of the Central 
Nervous System, A.M. A. Arch. Neurol. & Psychiat. @6: 728 (Dec.) 1951. 

2. Strange, L. F.: Metastatic Carcinoma to the Leptomeninges, Tr. 
Am. Neurol. A. 77: 181, 1952. Berg, L.: Hypogiycorrhachia of Non- 
infectious Origin: Diffuse Neurology 3: 811, 1953. 
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Meningeal Neoplasia. 
Merrit, H. H.. and Wolf, A. Clinical Pathologic 
4:73, 1984. 


Medical Emergencies.— Ihe test of a good general practitioner 
is his proficiency in dealing with emergencies. The correct treat- 
ment of an emergency requires accurate diagnosis, calmness, 
judgement and experience in dealing with human beings, both 
patients and relatives, at a time when they are frightened and 
worried. .. . In an emergency leisurely repeated examinations, 
numerous pathological tests, and radiological investigations are 
not feasible. Consequently, diagnosis must be based on observa- 
tion derived from the five senses alone, and on correct analysis 
of the facts elicited often in circumstances in which uninterrupted 
consideration is difficult. The physician is being besought by 
relatives to do something. . . . Strength of character is essential 
to a good physician who is dealing with the emergencies of prac- 
tice. Rather a different attitude of mind has to be adopted in the 
diagnosis of an emergency from that required for a slow defini- 
tive diagnosis. If the correct diagnosis cannot be reached with 
certainty, one must sort the possible pathological lesions into 
those that have a specific effective treatment and those that have 
not. Should the diagnosis fall in the second group, failure to 
reach a complete decision is not so important. If it falls in the 
first group, a grave error may be perpetrated if one of the possible 
causes of the condition for which therapy is available, is for- 
gotten or neglected. For immediate therapy, if the choice lies 
between a diagnosis in either group, use the specific treatment 
available provided that it will do the patient no harm. The first 
principle of treatment still remains “primum non nocere.”—J. G. 
Hayden, M.D., Medical Emergencies, The Medical Journal of 
Australia, May 15, 1954. 
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COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


APPARATUS ACCEPTED 


The following additional products have been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for inclu- 
sion in Apparatus Accepted. A copy of the rules on which the 
Council bases its action will be sent on application. 


Racen FE. De Forest, M_D.. Secretary. 


Meta-Basal Portable, Model MB-1 
Electro-Physical Laboratories, Inc., 6S Harvard Ave., Stamford, 
Conn. 

The Meta-Basal Portable, Model MB-1, is an apparatus for 
determining a patient's basal metabolic rate from the time re- 
quired for the patient to consume a predetermined quantity of 
oxygen. It is housed in a wooden carrying case and can be set 
on a table. The initial quantity of oxygen is supplied from small 
Oxycaps measuring approximately 1.9 cm. (*4 in.) in diameter 
by S cm. (2 in) in length. Each 
of the Oxycaps supplied is 
stated to contain an amount of 
oxygen that, at standard con- 
ditions of temperature and 
pressure, Measures very nearly 
1,000 cc. The recording appa- 
ratus, which uses a special 
Thermoscribe stick instead of 
an ink-writing pen, is driven by 
electricity. 

Jnpacked, the apparatus 
measures 38 (height) by 43 by 
25 om. (15 by 17 by 10 in.) and 
weighs 13.6 kg. (30 Ib.). Packed 
for shipment it measures 47 by SS by 37 cm. (18'2 by 21" 
by 14/2 in.) and weighs 16.8 kg. (37 Ib.). The shipping weight 
includes two rubber breathing tubes, breathing tube support 
arm, two rubber mouthpieces, nose clamp, power cable, Oxy- 
cap pouch, six Oxycaps, bag of carbon dioxide absorbent, vial 
Thermoscribe stick, roll of recording paper, spare fuses, spare 
pilot lamps, rotary calculator, instruction book, and leatherette 
cover. 

The apparatus requires 60 cycle alternating current at 117 
volts and draws 35 watts. 


Meta-Basal Portable, Model MB-1 


Radioear Hearing Aid, Model 820 

E. A. Myers & Sons, Inc., 306 Beverly Rd., Pittsburgh 16. 
Distributor: Radioear Corporation, 306 Beverly Rd, Pitts- 
burgh 16. 

The Radioear Hearing Aid, Model 820, is a tubeless instru- 
ment employing three transistors. An unusual feature is its 
ability to operate one, two, or three mercury-type dry cells, 
depending on the amplification desired by the user. If less than 
three cells are used their place 
is taken either by dummies or 
by reducers. A dummy is made 
of translucent substance in the 
form of a cylinder with an 
axial conductor of low (negli- 
gible) resistance; a reducer re- 
sembles a dummy but its axial 
conductor has a resistance of 
about 30 ohms. Six combina- 
tions are possible (C = cell, 
R = reducer, D = dummy): 
CCC, CCR, CCD, CRD, CRR, 
and CDD. Any given combi- 
nation of three units is inserted 
into a tube or cylinder of trans- 
parent material and then placed in the instrument. Maximum 


Radioear Hearing Aid, 
Model 820 
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power is given by the combination CCC. Both air and bone 
conduction receivers are available, and an inductive pickup 
element called the Phonemaster is provided for direct telephone 
reception. The microphone is magnetic. 

The body of the instrument, without minor projections, meas- 
ures 70 by SO by 22 mm. The amplifier unit without battery 
weighs 107 gm., the carphone 7.6 gm., the receiver cord 2.5 
gm., and the three mercury cells in holder 39 gm., making the 
total weight 156.1 gm. 


Micronic “All American” Hearing Aid 
Audivox, Inc., (Successor to Western Elec- 
tric Hearing Aid Division), 123 Worcester 
St., Boston 18. 

The Micronic “All American” Hearing 
Aid is a tubeless instrument that contains 
three transistors. It operates on cither one 
or two mercury cells (1.25 or 2.5 volts). 
The body of the instrument measures 75 
by 47 by 19 mm. and weighs 86.5 gm. The 
earphone weighs 7.5 gm., the receiver cord 
3 gm., and the battery 26 gm., making the 
total weight 123 gm. 


Micronic “All Amer- 
lcan” Hearing Aid 


Microtone Hearing Aid, Model Tl (Red Dot) 
The Microtone Corporation, 758 S. Mississippi River Blvd, 
St. Paul 1. 

The Microtone Hearing Aid, Model TI 
(Red Dot) is a tubeless instrument employ- 
ing three transistors and operating on a 1.25 
volt mercury cell, or a 1.5 volt dry cell, or a 
2.5 volt battery. The latter has two small 
cells connected in series and in a plastic 
tube. The apparatus has both tone and vol- 
ume control. The amplifying portion of the 
instrument, barring minor projections, 
measures 75 by $7 by 20 mm. and weighs 
131.5 gm. The earphone weighs 8.5 gm., the 
receiver cord 2.5 gm., and the 2.5 volt bat- 
tery 32 gm. The total weight is 174.5 gm. 


Microtone Hearing 
Aid, Model Tl 
(Red Dot) 


Microtone Hearing Aid, Model T1 (Yellow Dot) 
oy Microtone Corporation, 758 S. Mississippi River Blvd., 

. Paul 1. 

ae Microtone Hearing Aid, Model Tl (Yellow Dot) is a 
tubeless instrument. It uses three transistors like Microtone Hear- 
ing Aid, Model Tl (Red Dot), but differs in details of wiring 
that permit it to operate with batteries supplying up to 4 volts 
(instead of the maximum of 2.5 volts that the Red Dot Model 
permits). The battery supplied with this instrument has three 
mercury cells and supplies 4 volts. It can be adjusted as to maxi- 
mum acoustic output by changing the voltage of the batteries 
used; in addition, it has a volume and tone control. The body 
of the instrument measures 75 by 57 by 20 mm. and weighs 
126 gm. The earphone weighs 8.3 gm., the receiver cord 2.7 
gm., and the battery 40 gm., making the total weight 177 gm. 


Otarion Hearing Aid, Model F-22 
Otarion, Inc., 185-7 Ashford Ave., Dobbs Ferry, N. Y. 


The Otarion Hearing Aid, Model 
F-22, has two vacuum tubes and 
One transistor and requires one 1.25 
volt mercury cell and one 22.5 voli 
zinc-carbon battery. The on-off 
switch is combined with the vol- 
ume control and operates by dial; 
the tone control, which is of the 
lever type, has three settings. The 
body of the instrument measures 85 
by 65 by 24 mm. and weighs 118.5 
gm. The earphone weighs 8.2 gm., 
the receiver cord 2.6 gm., the A- 
battery 29.4 gm., and the B-battery 
Otarion Hearing Aid, 31.6 gm., making the total weight 

Model F-22 190.3 gm. 
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THE EARLY TREATMENT OF BURNS 


Owing to a better understanding of the treatment of 
shock and especially of fluid and electrolyte balance. 
deaths in the first two days after severe burns are becom- 
ing rare, but many patients with such burns still die 5 to 
10 days after injury. Reiss and Artz ' believe the cause 
of these deaths is septicemia rather than toxemia due to 
the absorption of the degeneration products of necrotic 
tissues. Certainly one of the chief problems in treating 
severe burns is the control of infection. Even though the 
infection may not kill the patient, it frequently causes 
death of the skin graft, thereby adding to the patient's 
suffering and to the period of his incapacity.” Most of 
these infections are caused by the gram-negative micro- 
organisms against which no effective antibiotics are yet 
available and antibiotic-resistant gram-positive staphylo- 
cocci. Both types of organism seem to flourish in an en- 
vironment from which treatment with antibiotics has re- 
moved competing bacterial flora. Because infection with 
Clostridium tetani is a hazard in many burn wounds it ts 
wise to give the patient tetanus toxoid or antitoxin. 

Authors now agree that measures for combating shock 
take precedence over the local treatment of burns, but 
there is no unanimity as to which burns are most likely 
to be attended by shock. Casberg ° states that any patient 
with a burn involving 20°° of his body surtace should 
be treated for shock and that if 40° or more of the sur- 
face is burned severe shock will ensue. Boone * states 
that some shock is to be expected if 15° of the body sur- 
face is burned. Mowlem and Dawson * are even more 
conservative and state that some shock is incurred in pa- 
tients who have a burn of 10° of their body surface 
regardless of the depth of the burn. In any case a close 
watch should be kept on the patient's erythrocyte count, 
hematocrit, and urine volume during the first 48 hours 
after injury, as these will give an indication of the pa- 
tient’s needs. It must be borne in mind that the simple 


1. Reiss, E.. and Artz, C. P.: Current Status of Research in the 
Treatment of Burns, Mil. Surgeon 214: 187-190 (March) 1954. 

2. Arden, G. P.: The Prevention and Treatment of Infection in Burns 
by Dibrompropamidine, Brit. J. Plast. Surg. @: 292-303 Wan.) 1954 

3. Casherg,. M. A Medical Organization in National Catastrophe, 
J. A. M. A. 15-4: 501-506 (Feb. 6) 1954 

4. Boone, R. R.. Jr: Managemen of Burns, West Virginia M. J. 
SO: 141-145 (une) 1954. 

5S. Mowlem, R.. and Dawson, R. L.: Management of Burns: Recent 
Burn, Lancet 0: 99-41 Uan. 2) 1954. 

6. Lehmann, A. L.. and Hay, L. J.: A Controlied Pressure Plastic 
Dressing for Sk.n Grafting, Burns, and Thrombophiebitis, Surgery 34: 401- 
404 (Manh) 1954. 
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“rule of nine” used to estimate the percentage of the body 
surface burned does not apply to infants and children. 

Various formulas have been devised to aid in determin- 
ing the quantitites of replacement fluids required. Cas- 
berg quotes Evans as recommending an amount of 
plasma, plasma expander, or blood in cubic centimeters 
during the first 24 hours equal to the product of the body 
weight in kilograms and the percentage of the body sur- 
face burned. In addition, the same amount of isotonic 
sodium chloride solution is given, plus 2.000 cc. of 50% 
dextrose solution. In the second 24 hours the amount 
of blood or plasma and of saline solution given is cut in 
half and the amount of dextrose solution remains the 
same. After 48 hours the patient is usually able to take 
sufficient fluid and nourishment by mouth. The ex- 
perience of the armed forces in Korea indicated that the 
best results were obtained when, instead of blood or 
plasma, half of the required amount was given as blood 
and half as dextran. Regardless of the body weight or the 
extent of the burn no more than 4,000 cc. of saline solu- 
tion should be given in 24 hours. Although Evans’ for- 
mula and that of others are valuable guides to therapy 
and indispensable in the treatment of mass casualties, the 
management of smaller numbers of patients should be 
individualized. 

In the local treatment of burns most authors recom- 
mend gentle cleansing and debridement under strictly 
aseptic conditions, but Arden * advises against this pro- 
cedure because he believes most burns are sterile on ad- 
mission and even gentle cleansing is likely to increase 
shock. The aim of any method of local treatment is to 
convert an open, possibly contaminated wound into a 
closed, clean wound as rapidly as possible. If pressure 
dressings are used dry sterile gauze ts as satisfactory as 
gauze impregnated with petrolatum or any other sub- 
stance, but any dressing that becomes completely soaked 
allows germs to pass into the wound and should be 
changed without delay. The pressure dressing must be 
firm enough not to slip and expose part of the burned 
area but should not interfere with the local blood supply. 
Whether to use dressings or to allow drying by exposure 
depends on several factors. The open treatment ts ¢s- 
pecially applicable to the treatment of burns of the hands, 
face, perineum, or any area that is difficult to dress, but 
it is not so applicable to burns that encircle the body. 
The open treatment requires the cooperation of the pa- 
tient and cannot be used on patients who must be trans- 
ported or if the burned area cannot be protected against 
flies. It places a great workload on the nursing staff during 
the drying out period, but when the exudates have dried 
they form an ideal covering for the wound in that they 
are mildly bacteriostatic and this action is augmented by 
the drying process. Further advantages of the method 
are that it saves time and material and is especially suit- 
able for the treatment of mass casualties. Also, the lesion 
can be inspected daily. 

Lehmann and Hay ° have described a polyvinyl plastic 
sheath that is encased in a similar but larger sheath. The 
burned part is placed in the inner sheath, and the outer 
sheath is inflated. This provides uniform pressure on the 
part. Regardless of the method of local treatment used, 
proper positioning of the joints is essential. Elevation of 
a burned extremity helps to prevent edema. 


Vol. 156, No. 7 


In the early treatment of burns the choice of method 
should be guided by the extent and depth of the burn, the 
area involved, the age of the patient, the number of pa- 
tients who must be treated at one time, and, to a certain 
extent, the experience and preference of the surgeon. The 
use of newly discovered principles has saved many 
burned patients who a few years ago would have died. 


TRANSCRIBED RADIO PROGRAMS FOR 
MEDICAL SOCIETIES 


The making of electrical transcriptions for radio pro- 
grams by local medical societies was begun at American 
Medical Association headquarters in 1943. Previously, 
the Bureau of Health Education had collected radio 
scripts from local medical societies and after editing re- 
distributed them for subsequent use in areas where they 
had not been used. The wartime shortage of physicians 
spurred the demand for transcribed programs for local 
medical societies. The first electrical transcriptions were 
keyed to the medical shortage by the choice of topics 
under the heading “What to Do Before the Doctor 
Comes.” These were broadcast from Chicago and tran- 
scribed “off the line.” Additional series were added, and 
ultimately some of the older series were dropped. A total 
of 42 series has now been prepared; of these 14 have 
been discontinued. Two are currently under preparation. 
These electrical transcription series consist of 13 pro- 
grams each timed to 14 minutes 30 seconds. The open- 
ing and closing announcements, which credit the pro- 
gram to the “local medical society in cooperation with 
the American Medical Association,” can be omitted and 
a local live announcement substituted. The topics cover 
the fields of mental hygiene, exercise, athletics, surgery, 
physical medicine, use of animals in research, drugs, 
health of the school-age child, physicians’ contribution 
to citizenship, self-help toward medical economic prog- 
ress, industrial health, heart diseases, summertime health 
hints, medicine's fight against disease, superstition 
versus science, and nutrition and diet. 

Techniques include interviews with outstanding au- 
thorities, dramatizations with summaries by medical 
specialists, musical interludes with interspersed informa- 
tion, first person documentary, dramatic narration, group 
forums, and medical narration with dramatizations. 
Complete descriptive listings can be obtained from the 
Bureau of Health Education, American Medical Asso- 
ciation. The transcriptions are distributed without cost to 
local medical societies, except for return transportation. 
Promotional material for local advertising is included. 
The local medical society is expected to make the neces- 
sary arrangements for radio time and to handle the local 
promotion. Over the past five years radio broadcasts from 
these transcriptions have averaged about | 2,000 individ- 
ual local broadcasts annually, and virtually the entire in- 
habited area of the United States is covered. Overlap- 
ing occurs to such an extent that in limited areas as many 
as four or five of these transcribed broadcasts can be 
heard at various times. For convenience in servicing 
local requirements, arrangements have been made with 
16 state medical societies to carry a stock of transcrip- 
tions and to circulate them within the respective states, 
thus curtailing the long shipment to and from Chicago. 
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MEDICAL ETYMOLOGY 


In an age when a medical student is no longer required 
to study Latin and Greek, these subjects having been 
brushed aside to make way for more training in the basic 
sciences, it has become expedient to minimize this loss 
by a study of medical etymology. With some help, any 
student with little or no knowledge of Latin or Greek can 
develop an easy familiarity with many important root 
words from these languages. These will help him to 
understand not only medical terms but also many other 
words used in the arts and sciences. When words origi- 
nating from the same or cognate roots become associated 
in the student's mind the learning of a large new vocabu- 
lary of scientific terms is lightened and may even become 
a pleasure. To meet the current need for more informa- 
tion on medical etymology than can be found in the dic- 
tionaries, several excellent books and articles have been 
written in the last five or six years. Pepper ' classified the 
terms in his book by subjects, and, although this treat- 
ment has some advantages, it has obvious disadvantages 
and has not been used in the more recent books. Skin- 
ner, with a fondness for eponyms, included short biog- 
raphies of many pioneers in the medical sciences whose 
names have become attached to structures, procedures, 
or diseases. The most recent book on medical etymology 
is by Jaeger, who gives much more information about 
suffixes, prefixes, roots, stems, and the way words are 
formed than did his predecessors and who, following the 
lead of the makers of Webster's Dictionary,’ has added 
immeasurably to the value of his volume as well as to the 
reader's pleasure in it by using pictures. 

The derivations of words are often obscured by an- 
tiquity. With the years words acquire new shades of 
meaning and some wind up a long way from where they 
started. For example, sanguine, which originally meant 
“like blood,” now means “hopeful.” The meanings of 
some words are influenced by unrelated words of similar 
sound. It will come as a surprise to many persons to 
learn that the words sorrow and sorry are totally unre- 
lated. More than one popular magazine has fallen into 
the trap of linking the verb “to live” with the unrelated 
noun “liver.” It is well for the novice to be wary of the 
too simple and popular but false etymological explana- 
tions. The perfect book on medical etymology has not yet 
been written. The writing of it must await a patient 
scholar with lots of time and few distractions, who, it is 
hoped, will make a thorough job of it, showing the deri- 
vations of medical terms syllable by syllable throughout 
his book, relating such suffixes as -arium not only to sani- 
tarium but also to other suffixes denoting place, such as 
-ery, -orium, and -ry, and calling attention to the rela- 
tionship that exists between such words as genital, gonad, 
and gynecology. Because the history of medical terms ts 
inextricably linked with the history of medicine, the 
student of medical etymology wiil pick up a great deal of 
medical history as he pursues his course and will thus 
be doubly rewarded. 


1. Pepper, O. H. P.: Medical Etymology, Philadelphia, W. B. Saunders 
Company, 1949 

2. Skinner. H. A. The Origin of Medical Terms, Baltimore, Williams 
& Wilkins Company, 1949. 

3. Jaever, E. C.: A Source-Book of Biological Names and Terms, 
Springfield, Charles C Thomas, Publisher, 1949. 

4. Picturesque Word Origins, Springficld, Mass., G. & C. Merriam Co., 
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MEDICAL NEWS 


CALIFORNIA 

Symposium on Endocrine Diseases and Geriatrics... sym- 
posium will be held Oct. 22 to 24 in the University of California 
Extension Building, 540 Powell St.. San Francisco, that will 
present a review of recent developments in endocrinology and 
geriatrics with suggestions for the management of patients past 
the age of 50. Information may be obtained from Dr. Stacy R. 
Mettier, Head of Postgraduate Instruction, Medical Extension, 
University of California Medical Center, San Francisco 22. 


Voliomyelitis Workshop. The University of Southern California 
School of Medicine, Los Angeles, in cooperation with the Ortho- 
paedic Hospital and the Rancho Los Amigos Respiratory Center, 
is offering a four weck postgraduate course (Oct. 25 to Nov. 19) 
in the application of occupational therapy techniques to the treat- 
ment of poliomyelitis. Three units of graduate credit are given 
to qualified occupational therapists registered with the American 
Occupational Therapy Association. Requests for admission to 
the first week of the course, presented by the Orthopacdic Hos- 
pital, are made to the Polio Teaching Program of the Orthopaedic 
Hospital, 2400 S. Flower St.. Los Angeles 7. Tuition fee is $15. 
Requests for application for the following three weeks are made 
to Miriam Thompson, OTR, Box 274, University of Southern 
California, Los Angeles 7. Tuition fee is $60. Applicants are 
required to take the entire course. The course ts aided by a grant 
from the National Foundation for Infantile Paralysis. Scolar- 
ships covering travel, tuition, and maintenance are available 
through its Department of Professional Education, 120 Broad- 
way, New York. 


DISTRICT OF COLUMBIA 

Dr. O'Doherty to Direct Dystrophy Clinic.Dr. Desmond S. 
O'Doherty, assistant professor of neurology, Georgetown Uni- 
versity School of Medicine, Washington, D. C., has been ap- 
pointed director of the muscular dystrophy clinic at George- 
town University Hospital. Dr. O'Doherty, who has been head 
of the Georgetown University neurological service at the Dis- 
trict of Columbia General Hospital, has relinquished that posi- 
tion to take over the directorship of the clinic. He succeeds Dr. 
Tiffany Lawyer, who resigned to accept the clinical professor- 
ship in neurology at Columbia University College of Physicians 
and Surgeons and the directorship of the Montefiore Hospital 
neurological services in New York. 


Personal.— At its recent meeting in Geneva the executive board 
of the World Health Organization elected as its chairman for 
the vear Dr. Henry Van Zile Hyde, chief, division of inter- 
national health, U. S. Department of Health, Fducation, and 
Welfare, Public Health Service, Washington, D. C. John C. 
Eberhart, Ph.D., who since 1947 has been an officer of the 
U.S. Public Health Service, has joined the staff of the Common- 
wealth Fund in New York as executive associate. During the 
last five years Dr. Eberhart has been chief of the Research 
Grants and Fellowships branch of the National Institute of 
Mental Health, and previously he was on the faculty of North- 
western University, Chicago. 


FLORIDA 

Diabetes Seminar.—The Florida Clinical Diabetes Association 
will hold its second annual meeting at the San Juan Hotel in 
Orlando, Oct. 21 and 22. Guest speakers include Dr. Henry B. 
Mulholland, Charlottesville, Va.. who will discuss “Diabetes— 
Its General Management,” “Radioactive Isotopes in the Diag- 
nosis and Treatment of Thyroid Disease,” “Some of the Compli- 
cations of Diabetes,” “Preoperative and Postoperative Care of 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the cate of meeting. 


the Diabetic Patient.” “Indications for Various Insulins and 
Their Use,” and “Cardiovascular Complications,” and Dr. Joseph 
1. Beardwood Jr., Philadelphia, whose subjects will be “Diabetic 
Ketosis,” “New Views on Pathology of Diabetes,” “Use of 
Corticotropic Hormones in Diabetes.” “Hemochromatosis, 
Newer Concepts in Etiology and Treatment,” and “The Juvenile 
Diabetic Patient.” At 3:15 p. m. Friday Drs. Mutholland and 
Beardwood, together with the Florida speakers, will participate 
in a panel discussion. Dr. Beardwood is scheduled also to address 
physicians and laymen on the employment of persons with dia- 
betes mellitus. The dinner meeting will be held Thursday at 
6:30 p. m., and there will be a public meeting Friday at 8 p. m. 


ILLINOIS 
Clinics for Crippted Children... The University of Hlinois di- 
vision of services for crippled children will conduct the follow- 
ing clinics in Cooperation with local medical and health organi- 
zations: 
Oct. 19, Danville, Lake View Hospital. 
Oct. 20, Alton, Alton Memorial Hospital; Chicago Heights, St. James 
Hospital 
Oct. 21, Rockford, St. Anthony Hospital. 
(xt. 22, Chicago Meights (rheumatic fever), St. James Hospital. 
Oxt. 26, Effingham (rheumatic fever), St. Anthony's Emergency Hos- 
pital; Peoria, St. Francis Hospital 
Oct. 27, Elgin, Sherman Hospital; Springfield (cerebral palsy), Memorial 
Hosp.tal 
28. Bloomington, St. Joseph's Hospital; Mt. Vernon, Masonic 
Temple. 


Chicago 

Meetings of Volunteer Medical Company.— Visitors are wel- 
come to attend the meetings of Volunteer Medical Company 
9.20, U. S. Naval Reserve, at the Veterans Research Hospital, 
Room A 402, 333 EF. Huron St. (MO 4-6600), 8 p.m. On Oct. 19 
Iza Veith, Ph.D., will discuss “Medicine in Japan,” and on 
Oct. 26 Capt. Lawrence FE. C. Joers, U.S. N. R., Zion, IL, will 
outline the reserve program of the Navy. 


Meeting on Industrial Medicine.—Ihe Chicago Society of 
Industrial Medicine and Surgery and the Chicago Casualty 
Adjusters’ Association will hold a joint meeting Oct. 20, 8 p. m., 
at the Bismarck Hotel. “Industrial Aspects of Heart Disease” 
will be presented by Dr. Frederick W. Fitz, assistant professor 
of medicine, Northwestern University Medical School, and 
medical director, A. B. Dick and Company. Persons of allied 
medical groups and members of the Workman's Compensation 
Lawyers Association are cordially invited. 


Lectures on Medical History.—The Chicago Medical School, 
710 S. Wolcott Ave., announces its ninth annual lecture series, 
“Medicine and Society.” The following lectures have been 
scheduled at 12:30 p. m. in Amphitheater A: 

Oct. 19, Psychiatry Looks ai Religion, Harry H. Garner, chairman, 
department of neurology an! psychiatry. 

Oxt. 26, Medical Care of Veterans, Paul R. Hawley, director, American 
College of Surgeons. 

Nov. 9 Religion Looks at Psychiatry, Rabbi Jacob J. Weinstein, 
K.A.M. Temple 

Nov. 16, Social Policy for Medical Men, Herman Finer, M.S., D.Sc., 
professor of political science, University of Chicago. 

Nov. 23, The World Health Organization and Its Operation, Irvin M. 
Lourie, New York, chief of fellowships training branch of the World 
Health Organization. Medicine im the Bible and the Talmud, Kurt 
Stern, associate professor of pathology. 

Dr. Piero C. Foa is chairman of the seminar and journal club 
committee in charge of preparing the annual seminar lecture 
series. 


MARYLAND 

General Practitioners Meet in Baltimore.—The Maryland Acad- 
emy of General Practice will hold its sixth scientific assembly 
at the Lord Baltimore Hotel in Baltimore, Oct. 21, under the 
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presidency of Dr. Lauriston L. Keown, Baltimore. Dr. Norman 
E. Sartorius Jr... Pocomoke City, will serve as moderator for the 
following morning session: 

Common Diseases of the Eye and Their Treatment, Roy O. Scholz, 

Baltimore 
Advancements in Therapy of Chronic Pulmonary Emphysema, Maurice S. 
Segal, Boston 

Dr. R. Van L. Campbell, Hagerstown, will moderate afternoon 
session 1, during which “Parkinson's Disease and Its Manage- 
ment” will be discussed by Dr. Lewis J. Doshay, New York, 
and “Dermatology in General Practice” by Dr. Donald M. Pills- 
bury, Philadelphia. Afternoon session 2 will have as moderator 
Dr. Nathan EF. Needle, Baltimore. Dr. John Edmund Bradley, 
Baltimore, will have as his subject “Regurgitation in Infants.” 
“Changing Trends in Abdominal Surgery” will be presented by 
Dr. George Crile Jr. Cleveland. A cocktail hour, 6 p. m., will 
precede the banquet (dress informal), at which Dr. Edward J. 
Stieglitz, Washington, D. C., will be principal speaker. Members 
of the Maryland Academy who attend this assembly will receive 
credit for 642 hours of formal postgraduate study. 


MINNESOTA 


Dedication of the Mayo Memorial.— [he Mayo Memorial, the 
new addition to the University of Minnesota Medical Center, 
will be dedicated Oct. 21 and 22 on the university campus in 
Minneapolis. This memorial to Drs. William J. and Charles H. 
Mayo, both of whom died in 1939, will be devoted to the ad- 


The Mayo Memorial of the University of Minnesota Medical Center. 
Minneapolis. 


vancement of medical education and research. It comprises a 
16-story tower section and three 6-story wings connecting with 
existing hospital and medical school buildings. Its facilities in- 
clude classrooms, clinical and administrative offices, research 
laboratories, operating rooms, patient facilities, service depart- 
ments, a rehabilitation center, a S50-seat auditorium, and an 
underground garage with space for 200 cars. The theme of the 
dedication exercises will be “Medical Education and Research: 
Freedom and Progress in Mid-Twentieth Century.” Participants 
will include, in addition to state and university officials, Drs. 
Alan Gregg, New York; Charles W. Mayo, Rochester; Leonard 
A. Scheele, Washington, D. C.; William P. Shepard, New York; 
Albert C. Furstenburg, Ann Arbor, Mich.; Osborne A. Brines, 
Detroit; Frank H. Krusen, Rochester; J. Chassar Moir, Oxford, 
England; Isidor S. Ravdin, Philadelphia; Henry W. Woltman, 
Rochester; Francis J. Braceland, Hartford, Conn.; Rene J. 
Dubos, New York; Jack Masur, Washington, D. C.; William H. 
Sebrell, Bethesda, Md.; Charles A. Janeway, Boston; Robert R. 
Newell, San Francisco; and Mrs. Lucile Petry Leone, Washing- 
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ton, D. C. The banquet will be held Thursday evening (guest 
tickets, $4 cach). Physicians and other interested persons are 
cordially invited to attend the dedication program. 


NEW JERSEY 

Society News.—The Academy of Medicine of New Jersey will 
meet Oct. 21, 8:45 p. m., at the academy (91 Lincoln Park South, 
Newark). The program, a joint presentation of the academy and 
the Industrial Medical Association of New Jersey, will have as 
its theme “The Problem of the Injured Hand.” The speaker will 
be Dr. J. William Littler, instructor in surgery, Columbia Univer- 
sity College of Physicians and Surgeons and associate attending 
plastic and reconstruction surgeon, Roosevelt Hospital, New 
York. 


NEW YORK 

Dr. Farrell Goes to Florida. Dr. Joho J. Farrell, assistant pro- 
fessor of surgery at the Albany Medical College since 1953, has 
been appointed professor of surgery and chairman of the depart- 
ment of surgery at the University of Miami School of Medicine, 
Coral Gables. Dr. Farrell, a captain in the U. 8S. Army Medical 
Corps from 1943 to 1946, saw service in the Furopean theatre. 
An assistant resident and then a resident in surgery at the Albany 
Hospital from 1946 to 1950, he held the Dazian Foundation 
fellowship in experimental surgery and physiology from 1948 
to 1949, 


News.— Dr. F. Cowles Andrus, Baltimore, recently 
elected president of the American Heart Association, will be 
guest speaker for the annual meeting and dinner of the Orange 
County Heart Association at the Flo-Jeara, Port Jervis, Oct. 19. 
Mr. Alton L. Blakeslee, science editor, Associated Press, 
and president, National Association of Science Writers, will 
address the Medical Society of the County of Kings in Me- 
Naughton Auditorium, Brooklyn, Oct. 19, with “Public Relations 
and the Doctor.” At the 10th annual president's dinner of 
the Medical Society of the County of Kings and Academy of 
Medicine of Brooklyn, in honor of Dr. Alfred P. Ingegno, 
Brooklyn, Dr. Elmer Hess, Eric, Pa., President-Elect, American 
Medical Association, will be guest speaker. The dinner will be 
held Oct. 16 at the Hotel St. George (subscription, $12.50, 
including cocktails and gratuities). 

New York City 

Tumor Clinic.-Dr. Marcus M. Ravitch, director of surgery, 
Mount Sinai Hospital, will present “The Application of Hemi- 
pelvectomy to the Treatment of Malignant Tumors of the Lower 


Extremities” at the tumor clinic conference, Harlem Hospital, 
Oct. 20, 10:45 a. m. 


Second Harvey Lecture.—Dr. Richard J. Bing, professor of 
experimental medicine and clinical physiology, Medical College 
of Alabama, Birmingham, delivered the second Harvey lecture 
of the 1954-1955 (SOth anniversary) series at the New York 
Academy of Medicine, Oct. 14. Dr. Bing presented “The 
Metabolism of the Heart.” 


Academy Graduate Fortnight.—In the evening lecture series on 
infections and their management that forms part of its 27th 
annual Graduate Fortnight (THe Journat, Oct. 9, 1954, page 
616), the New York Academy of Medicine will present the 
following programs at 8:30 p. m. at its headquarters, 2 E. 103rd 
St.: 
Oct. 20, Approach to Control of Poliomyelitis by Immunological Methods, 
Thomas Francis Jr.,. Ann Arbor, Mich. 
Oct. 21, Role of a New Group of Prevalent Viruses in Undifferentiated 
Respiratory Hinesses, Robert J. Huchner, Bethesda, Md. 
Oct. 22, Epidemiology of Hemolytic Streptococcal Infections, Charles H. 
Rammeikamp, Cleveland. 
Use of Antibiotics for Prevention of Rheumatic Fever, Gene H. 
Stollerman, New York. 
The following morning panel meetings have been scheduled 
from 11 a. m. to 12:30 p. m. during the first week of lectures: 
Monday, “Fever of Undetermined Origin”; Wednesday, “Local 
Use of Antibiotics and Proteolytic Enzymes in Surgical Infec- 
tions”; and Friday, “Management of Nontubercular Pulmonary 
Infections.” 


a 
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NORTH CAROLINA 

Symposium on Diseases.—The Raleigh Academy of 
Medicine will hold its annual symposium in the Sir Walter 
Hotel Oct. 21. “Diseases of the Liver” will be discussed by Dr. 
Henry J. Tumen, professor of clinical gastroenterology; Dr. 
William E. Ehrich, professor of pathology; and Dr. Alfred S. 
Frobese, assistant professor of surgery, all from the Graduate 
School of Medicine, University of Pennsylvania, Philadelphia. 


OHIO 

State Medical Election.At the annual mecting of the Ohio 
State Medical Association Dr. Merrill D. Prugh, Dayton, was 
installed as incoming president and Dr. David W. Heusinkveld, 
Cincinnati, was chosen president-clect. Dr. Richard L. Meiling, 
Columbus, continues to serve as treasurer. The next annual 
meeting will be held in Cincinnati, the week of April 18, 1955. 


Two Professors A —Dr. William F. Ashe has been 
appointed professor and chairman of the department of pre- 
ventive medicine, Ohio State University College of Medicine, 
Columbus. He will assume his new duties on his return from 
India, where he has been conducting a study in the steel and 
textile mills. The study was sponsored by the Foreign Operations 
Administration as part of the U. S. government's Point Four 
Program.———-Dr. John C. Ullery, assistant professor of ob- 
stetrics, Jefferson Medical College of Philadelphia, since 1950, 
and a member of the faculty of the Graduate School of Medi- 
cine, University of Pennsylvania, Philadelphia, became professor 
and chairman of the department of obstetrics and gynecology, 
Ohio State University College of Medicine, Oct. 1. 


PENNSYLVANIA 

Meeting of Anesthesiologists..fhe Pennsylvania Society of 
Anesthesiologists will meet at the Bellevue Stratford Hotel, 
Philadelphia, Oct. 22, in conjunction with the annual meeting 
of the Medical Society of the State of Pennsylvania. Dr. Torsten 
Gordh, Stockholm, Sweden, will discuss “The Circulatory Re- 
sponses to Intermittent Positive Pressure” at the morning session 
and “The Treatment of Toxic Drug Reactions with Barbiturates” 
in the afternoon. “Abnormal Responses to the Curare Drugs” 
will be the subject of Dr. Harry Churchill-Davidson, London, 
England. 


State Medical Meeting at Philadeiphia.— the Medical Society 
of the State of Pennsylvania will hold its 104th annual session 
Oct. 19 to 22 at the Bellevue-Stratford Hotel, Philadelphia. The 
new president, Dr. Dudley P. Walker, Bethichem, who will be 
installed at the dinner Tuesday, 7 p. m., succeeds Dr. James L. 
Whitehill, Rochester. The general session will open Tuesday at 
1 p. m. with a discussion on income tax problems by Mr. Fred L. 
Rosenbloom, Philadelphia, after which the following symposium 
on tobacco will be presented, with Dr. Wendell B. Gordon, 
Pittsburgh, as moderator: 

Effects of Smoking and of Nicotine on the Cardiovascular System of 
Normal Persons and Patients with Hypertension, Grace M. Roth, 
Ph.D... Rochester, Minn. 

Pharmacology of Tobacco, Harvey B. Haag, Richmond, Va. 

Evaluation of the Lung Cancer-Tobacco Problem, Ernst L. Wynder, 
New York 

Vascular Responses to Tobacco, Hugh Montgomery, Philadelphia. 

Wednesday morning Dr. Gordon will preside at the following 
symposium about “New Drugs-——Their Use and Abuse”: 

Use and Abuse of Anesthetic Agents and Allied Drugs, Francis FP. 
Foldes, Pittsburgh 

Anti-Infective Drugs, John C. Krantz Ph.D... Baltimore. 

Antihistaminics, George E. Farrar Jr., Philadelphia 

Developments in Diuretic Therapy, Marry Gold, New York. 

At 1:30 p. m. William C. Stronach, LL.B., Chicago, will talk 
on malpractice suits. At 4:10 p. m. there will be a panel dis- 
cussion, “Your State Hospitals and Your Mentally Sick Patients 
—A Plea for Better Use of Existing Resources.” The general 
session Thursday morning will be devoted to “A New Look at 
Malignant Diseases,” at which Dr. F. William Sunderman, 
Philadelphia, will preside and Dr. Campbell Moses, Pittsburgh, 
will talk on radioisotopes; Dr. Sylvan H. Eisman, Philadelphia, 
on hormones in the treatment of cancer; and Dr. Ralph Jones 
Jr., Philadelphia, on leukemia. At 11 a. m. Dr. Cornelius P. 
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Rhoads, New York, will consider “Rational Cancer Chemo- 
therapy.” Two panel discussions will be held Thursday from 
3:30 to § p. m. Dr. Thomas D. L. Weaver, Pittsburgh, will 
moderate “The Common Cold” and Dr. Joseph T. Freeman, 
Philadelphia, “Geriatrics and Nutrition,” which will be followed 
by panel discussion. At the specialty meeting on dermatology, 
Tuesday, 3:30 p. m., Dr. Herbert Mescon, Boston, will have as 
his topic “Pruritus—Newer Concepts of Mechanisms and Treat- 
ment.” Motion pictures will be shown daily. The woman's 
auxiliary will meet concurrently. 


Philadelphia 

Benjamin Rush Awards.._The Benjamin Rush awards, given 
annually to the layman and lay group contributing most to the 
health and welfare of Philadelphia, were presented by Dr. Hugh 
Robertson, president of the Philadelphia County Medical Society, 
to Mr. Edmund J. Maxwell, president of the Philadelphia Laryn- 
gects, and the fire rescue squad of Philadelphia, respectively, at 
a luncheon on July 16. Mr. Maxwell, who in 1946 underwent 
an operation at Jefferson Hospital for cancer of the larynx, has 
spent many hours after his regular work visiting hospitals and 
showing others how to talk again. In May, 1951, he founded 
the Philadelphia Laryngects, whose members number more than 
300 and meet monthly to talk over new ways to help others who 
have undergone laryngectomies. Speech classes, held three times 
a week, are open to all at no cost, and 10 teachers have been 
trained from the ranks of the Philadelphia Laryngects. Besides 
teaching persons to talk, the members of the Philadelphia Laryn- 
gects visit and encourage patients who are facing the loss of the 
larynx. They also enlist the assistance of Philadelphia industries 
in locating positions for those recovering from laryngectomies. 
The group up to the present time, under Mr. Maxwell's leader- 
ship, has taught 426 persons in the technique of esophageal and 
pharyngeal speech. 

The fire rescue squad, placed in service in 1926 at fire head- 
quarters, due to the heavy concentration of buildings and their 
combustible contents, has become such an important branch of 
the fire department that three additional heavy duty units and 
six light duty units have been added in various areas of the city. 
Their services include liberating victims pinned in the wreckage 
of collapsed or burning buildings and in various accidents and 
giving artificial respiration to drowning victims. 


TEXAS 

Institute on Epilepsy.— The sixth Western Institute on Epilepsy 
will be held Oct. 22 and 23 at the Jack Tar Hotel, Galveston, 
under the sponsorship of Hogg Foundation, University of Texas, 
Austin; the University of Texas Medical Branch, Galveston; 
and Baylor University College of Medicine, Houston. The pur- 
pose of the institute is to bring together professional and lay 
workers in the field of epilepsy as a means of coordinating their 
efforts toward the eventual betterment of the epileptic. This 
year’s program will be devoted primarily to the psychosomatic 
aspects of epilepsy. Dr. Howard D. Fabing, Cincinnati, presi- 
dent, American Academy of Neurology, will be guest speaker. 


Dedication of New Building in Houston.— Dedication ceremonies 
of the new 10 million dollar building of the University of Texas 
M. D. Anderson Hospital for Cancer Research in the Texas 
Medical Center, Houston, Oct. 23, will be preceded by a three 
day program for general practitioners and laymen. On Wednes- 
day a panel discussion for general practitioners will include “The 
Physician's Response to the Seven Danger Signals of Cancer.” 
The first afternoon discussion, “What Cancer Patients Think 
About and Expect from Their Doctors and Nurses,” based on 
the results of a questionnaire and psychological interview study 
of cancer patients, will be followed by a discussion of “Total 
Care of the Terminal Cancer Patient.” On Thursday “The 
(Chemotherapy of Cancer,” “The Control of Pain,” “Preoperative 
Evaluation of Patients with Cancer,” and “The Anesthesiology 
of Cancer Surgery” (including recovery room practice) will be 
considered. Friday morning there will be panel discussions of 
“The Team Approach to Gynecologic Cancer” and “Studies of 
Thyroid Tumors,” and Friday afternoon will be devoted to 
specialty clinics in head and neck, general surgery, and medical 
malignancies and symposiums on proteins and cancer, biological 
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effects of radiation, and cancer diagnostic tests. A program and 
a tour of the medical center will be conducted Friday afternoon 
for the public. A grant of $100,000 to the M. D. Anderson 
Hospital for Tumor Research makes a total of $440,776 given 
by the American Cancer Society to the University of Texas 
branch since 1948. The grant will be used for both treatment 
and basic research at the hospital, with emphasis on the effects 
of hormones and radiation. 


GENERAL 

Society News.—The castern section meeting of the American 
Trudeau Society will convene Oct. 22 and 23 at the Sheraton 
Park Hotel in Washington, D. C., under the presidency of Dr. 
Katharine R. Boucot, Philadelphia. The latest developments in 
treatment of chest diseases, recent advances in chemotherapy, 
surgical procedures, and results of investigations of recent medi- 
cal research will be presented. Three sessions are planned for 
Friday and one for Saturday morning. At the annual mect- 
ing of the American Neurological Association the following 
officers were elected: Dr. Percival Bailey, Chicago, president; 
Dr. Johannes M. Nielsen, Los Angeles, president-elect; Dr. 
Alphonse R. Vonderahe, Cincinnati, first vice-president; Dr. 
Paul C. Bucy, Chicago, second vice-president; Dr. H. Houston 
Merritt, New York, secretary-treasurer; and Dr. Charles Rupp, 
Philade!phia, assistant secretary. 


Cancer Conference in Fort Worth._I[mmediately before the 
meeting of the Texas Pediatric Society in Fort Worth, the eighth 
annual Southwest Regional Cancer Conference will be held, 
Oct. 21, with “Tumors of Infants and Children” as the subject. 
The all-day conference at the Hotel Texas will include a 
luncheon and round-table discussion and a clinic at the Fort 
Worth Academy of Medicine building at 8 p. m. Guest speakers 
will be Dr. Robert M. Moore, Galveston, Texas (Congenital 
Teratomata™ and “Surgical Management of Tumors in Chil- 
dren”); Dr. Edith L. Potter, Chicago (“Tumors of Childhood” 
and “Résumé of Selected Tumor Cases”); and Dr. Martin H. 
Wittenborg, Boston (“Radiological Aspects of the Diagnosis of 
Tumors of Infants and Children” and “Radiological Aspects of 
the Treatment of Tumors of Infants and Children”). There is 
no registration fee for the conference. 


Workshop on Hearing Problems.—Community attack on the 
hearing problems of adults will be the subject of a conference 
and workshop in the auditorium of the U. S. Department of 
Health, Education, and Welfare, 330 Independence Ave., S. W., 
Washington, D. C., Oct. 20 to 22, under the joint sponsorship 
of the Office of Vocational Rehabilitation, Department of Health, 
Education, and Welfare, and the American Hearing Society. 
Otolaryngologists, hearing aid manufacturers, and representa- 
tives of speech and hearing clinics, schools, hearing societies, 
rehabilitation centers, and all other interested groups are invited 
to attend. The purpose of the conference is to define ways to alert 
a community to its hearing problems and means of resolving 
those problems through community action. The theme of the 
workshop will be “Community Organization to Ameliorate the 
Common Hearing Problems of the People of Working Age.” 
Information may be secured by writing to the Office of Voca- 
tional Rehabilitation, Department of Health, Education, and 
Welfare. 


Mental Hospital Institute.— Problems common to mental hos- 
pital administrators will be considered at the sixth mental hospital 
institute at the Hotel Nicollet, Minneapolis, Oct. 18 to 21, under 
the sponsorship of the American Psychiatric Association Mental 
Hospital Service. The participants will include staff members 
of hospitals for mental patients and of schools for the mentally 
deficient and representatives of central administration offices in 
Canada and the United States. The program will open with a 
plenary session on community planning for mental health, with 
Dr. Robert C. Hunt, assistant commissioner of the New York 
State Department of Mental Hygiene, Albany, N. Y., as dis- 
cussion leader. The contributions that religion can make in 
mental hospitals will be discussed at a plenary session, and a 
critical discussion of the somatic therapies is scheduled. Other 
topics include planning a psychiatric hospital building, ways of 
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reducing staff turnover, cost of psychiatric care, state surveys, 
use of volunteers, contributions of professional personnel other 
than psychiatrists, recreation in mental hospitals, and property 
control and security measures. 


National A for Mental Health.— The National Associ- 
ation for Mental Health will hold its annual meeting at the 
Hotel Statler, New York, Oct. 23 to 25. At the keynote luncheon, 
Dr. C. Douglas Darling, Ithaca, N. Y., president, New York 
State Society for Mental Health, will deliver an address. At 2:30 
p. m. Saturday Dr. Jack Weinberg, Chicago, will participate in 
a panel discussion, “The Best in Life at Every Age.” Dr. Alan 
Gregg. New York, will speak at the banquet Sunday, 7 p. m.. 
discussing “The Role of National Associations.” Monday at 9:30 
a. m. Dr. Edward J. Stainbrook, Syracuse, will participate in a 
panel discussion, “Ways of Reaching People.” At 12:30 p. m. 
Dr. William Malamud, Boston, N. A. M. H. director, will ad- 
dress the research luncheon, reporting on the Scottish Rite re- 
search in dementia praccox, and Dr. George S. Stevenson, New 
York, national and international consultant, N. A. M. H., will 
discuss the Fuller report, “A Study of Administration of State 
Psychiatric Services.” Dr. Robert H. Felix. director, National 
Institute of Mental Health, Bethesda, Md., is the speaker for 
the closing session at 2:30 p. m. 


Gulf Coast Clinical Society. The annual meeting of the Gulf 
Coast Clinical Society will be held Oct. 21 and 22 at the Edge- 
water Gulf Hotel, Biloxi, Miss.. under the presidency of Dr. 
James N. Lockard, Pascagoula, Miss. Thursday morning Dr. 
Theodore C. Panos, Galveston, Texas, will present “Problems 
of ‘Stress’ in Relation to Clinical Practice” and Dr. Ralph E. 
Dolkart, Chicago, “The Physiology and Treatment of Conges- 
tive Heart Failure.” Dr. Dolkart will serve as moderator for the 
luncheon round-table, at which Drs. Howard A. Andersen. 
Rochester, Minn., and Jesse EF. Thompson, Dallas, Texas, will 
discuss “Consummation of Surgical Procedures in Patients with 
Cardiopulmonary Disease.” In the afternoon Dr. J. Robert 
Willson, Philadelphia, will discuss “Management of Prolonged 
Labor”; Dr. Thompson, “Surgical Measures in Hypertension”; 
and Dr. Clyde Bowie, Anderson, 8S. C.. “Obstruction of the 
Urinary Tract and Infection.” Dr. Alvin J. Ingram, Memphis, 
Tenn., will open the Friday session with “Preventable Compli- 
cations in the Management of Fractures.” after which Dr. 
Andersen will consider “Recognition and Management of Cer- 
tain Esophageal Diseases.” 


National Safety Congress.— The 42nd National Safety Congress 
and Exposition will be held Oct. 18 to 22 in Chicago. Sessions 
on industrial safety are scheduled for the Conrad Hilton, Con- 
gress, Morrison, and La Salle hotels; traffic safety sessions, 
Congress Hotel; commercial vehicle and transit safety sessions, 
La Salle Hotel; farm safety sessions, Palmer House; school 
safety, Morrison Hotel; and home safety sessions and armed 
forces meetings, Conrad Hilton. Presentations by physicians 
include: 

Designing a Practical Industrial Vision Program, Arthur K. Peterson, 
Chicago. 

Use of the Chem-Proof Air Suit (Color, Sound Motion Picture of a New 
Time-Saving Development for Protection of Personnel in Toxic Areas), 
Edgar E. Evans, Penns Grove, N. J 

Medical Aspects of Industrial Solvent Exposures, Robert M. Watrows, 
North Chicago 

Sales Psychology for Health and Safety in Industry, Frederick W. Pitz, 
Chicago. 

Industry's Backache. Back Talk—Keeping Out of Trouble, John R. 
Stacy, Oklahoma City. 

Health Program tor Public Employees, John F. Kilgus, Hartford, Conn. 

Medical Aspects of Industrial Noise, Aram Glorig, Los Angeles 

Drs. Herbert K. Abrams and Alfred P. Solomon, Chicago, will 
participate in a panel discussion, “Why Employees Resist Safety,” 
for which Dr. Kozme F. Kapov, Chicago, will be discussion 
leader. Dr. Paul J. Whitaker, Milwaukee, will take part in presen- 
tation of “Noise Control and the Conservation of Hearing.” 


Association of Medical Colleges.— The 65th annual meeting of 
the Association of American Medical Colleges will convene 
Oct. 18 to 20 at the French Lick (Ind.) Springs Hotel. After 
introduction of the new deans Monday, 9 a. m., Dr. Stanley E. 
Dorst, Cincinnati, will deliver the presidential address. The re- 
mainder of the day will be devoted to reports and discussions 
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of the Teaching Institute on Pathology, Microbiology. im- 
munology. and Genetics, Oct. 10 to 18. Tuesday morning Dr. 
Theodore Lidz, New Haven, Conn., will discuss “Results of the 
ithaca Conferences on the Teaching of Psychiatry.” Dr. John P. 
Hubbard, Philadelphia, will report on the results of the Colorado 
Springs conference and Dr. Julius H. Comroe Jr., Philadelphia, 
on those of the institute. After luncheon Henry T. Heald, LL.D., 
chancellor of New York University, will discuss “Professional 
Education as a University Function” from the viewpoint of a 
university chancellor and Shelden D. Elliott, J.D... dean of New 
York University school of law, from that of a law school dean. 
At 9 p. m. the Medical Audio-Visual Institute will sponsor two 
film programs, one of general interest, including “Career: 
Medical Technology” (National Committee for Careers in 
Medical Technology), and the other containing films of interest 
in medical teaching, including “Fractures About the Elbow” 
(Veterans Administration). A symposium on graduate medical 
education will be presented on Sunday, the day preceding the 
formal opening of the annual meeting. 


Awards and Fellowships in Endocrinology .— Ihe counci! of the 
Endocrine Society has voted to establish a medal and an hono- 
rarium of $1,000 to be given to a person for work of special 
distinction in endocrinology, who will be chosen from nomina- 
tions presented by members of the society. The nominee must 
be a citizen of the United States or Canada. Nominations for 
the medal of the Endocrine Socicty, the Ciba award, and the 
Ayerst, McKenna and Harrison fellowship may be made by any 
member of the Endocrine Society. They should be submitted 
on torms that may be obtained from the office of the secretary, 
Suite 319, 1200 N. Walker St.. Oklahoma City 3. Completed 
nominations should be returned to the secretary not later than 
Nov. |. The Ciba award, to recognize the meritorious accom- 
plishments of an investigator not more than 35 years of age in 
the field of clinical or preclinical endocrinology, is now $1,800. 
If within 24 months of the date of the award the recipient should 
choose to use it toward further study in a laboratory other than 
ihat in which he is at present working, it will be increased to 
$2.500.———The Ayerst, McKenna and Harrison tellowship, 
established in 1947, is designed to assist men or women of excep- 
tional promise in furthering their advancement towards a career 
in endocrinology. The fellowship is awarded on alternate years 
(1955, 1957, etc.), and the stipend, which will not exceed $5,000, 
may be divided into two fellowships in varying amounts in ac- 
cordance with the qualifications of the appointees. Persons with 
the M.D. or Ph.D. degree, or candidates for cither of these 
degrees, are cligible for appointment. 

Proposals for appointment as scholars of the Endocrine Society 
should he made in writing by the applicant and addressed to the 
secretary of the society. They should be submitted by Nov. 1. 
Notice of awards to successful applicants will be made not later 
than Dec. 1. 


Cancer Society..The American Cancer Society will 
hold its annual scientific session at the Hotel Bilumore, New 
York, Oct. 18 and 19. “Cancer of the Uterus: A Critical 
Appraisal of the Problem” is the topic for discussion. Monday 
morning the incidence and mortality of uterine cancer will be 
considered by Dr. Herbert L. Lombard, Boston; the familial 
frequencies of uterine and breast cancer by Dr. Douglas P. 
Murphy, Philadelphia, who will report on two studies of 821 
probands and 9,473 of their female relatives; etiological sig- 
nificance of racial studies in uterine cancer by Dr. Ernst L. 
Wynder, New York (the New York City study) and Dr. John 
Higginson, Johannesburg (current studies in South Africa); and 
marital state and pregnancy in the causation of cancer of the 
uterine cervix by Dr. Fabien Gagnon, Quebec, Canada. Labora- 
tory studies will be presented in endocrine, enzyme, and anatomic 
relationships and on the experimental production of uterine 
cancer in laboratory animals. Dr. Hans Runge of Heidelberg, 
Germany, will open the afternoon session with a paper entitled 
“Prevention of Uterine Cancer; Possibilities and Methods,” after 
which “Detection of Early Cancer of the Uterus” will be con- 
sidered. Dr. George N. Papanicolaou, New York, will discuss 
the Papanicolaou smear after interpretation has been given by 
W. Kenneth Cuyler, Ph.D., Durham, N.C. “Diagnosis of Cancer 
of the Uterine Fundus” will close the Monday sessions. Tuesday 
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morning Dr. Charlies S. Cameron, New York, medical director 
of the society, will serve as moderator for a symposium, “The 
Role of Radiotherapy and Radical Surgery in the Treatment of 
Cancer of the Uterus.” Dr. Howard Ulfelder, Boston, will 
moderate an afternoon symposium, “Management of Urinary 
Tract Complications Following Radical Pelvic Surgery.” “Bio- 
logic Criterta in the Selection of Patients for the Treatment of 
Carcinoma of the Cervix” will be presented by Drs. Ruth M. 
Graham and John B. Graham, Boston; Dr. Alfred Glucksmann, 

Cambridge, England; and Dr. Stanley Way, Newcastle-on-Tyne, 
England. 


Prevalence of Poliomyelitis. According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories 
and possessions in the weeks ended as indicated: 
Sept. 18, 194 


Total — 19, 
Paralytie (ases 1955, 


Area Type Reported Total 
New Eneland States 
sitve 6 . 
M | 17 
Rhiunte Island 1 on 
om States 
Penns<vl\ ania ii! ilM4 
Fast No (entral States 
714 
iIntiana 75 
West North Central State« 
Minnesota 22 174 
North Dakota 4 “4 
Nelrask4 
South Atlantic State: 
Marylant i? 
District of Colombia 
West Virginia 271 
North Carolina... In » 
South Carolina 1 6 
tweorgia... le 4 Is 
East South ¢ entral State~ 
15 
Alabama 1! 23 
Weet Central States 
sea lw le 
Mountain States 
ntana 15 25 
litahe 4 
Wyoming 3 iz 3 
Aricona 4 i 1! 
1! 
Nevada 5 3 
Pacifie States 
27 
Territories and ssions 
22 
Hawaii 1 
Puerto Rico..... 
CANADA 
Louis Gross Memorial Lecture.—The 17th annual Louis Gross 


memorial lecture, “Rehabilitation in Geriatric Practice,” will be 
delivered under the auspices of the Montreal Clinical Society by 
Dr. Arthur 8S. Abramson, clinical professor of physical medicine 
and rehabilitation, New York Medical College, Flower and 
Fifth Avenue Hospitals, New York, Oct. 21, 8:30 p. m. in the 
main auditorium, Nurses’ Residence, Jewis) General Hospital, 
Montreal. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lall, $35 North 
Dearborn St.. Chicago 10, Secretary. 


1954 Clinical Meeting, Miami, Fla., Nov. 29-Deec. 2. 
1955 Annual Meeting. Atlantic City, N. J.. June 6-190. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 

1956 Annual Meeting, Chicago, June 11-15. 

1936 Clinical Meeting. Seattle, Nov. 27-30. 


Nationa Mepiwat Poste Retations Conrrapsce, MeAllister Hotel, 
Miami, Fia.. Nov. 28. Mr. Leo F. Brown, $35 North Dearborn St., Chi- 
cago 10, Director. 


Academy ror Crareaat Patsy, Williamsburg Inn, Williamsburg, 
Va.. Now 4-6. Dr. Harry E. Barnett, 116 South Michigan Bivd., Chicago 
3, Secretary. 


Acapemy of Dental Hotel Statler, New York, 
Dec. §. Dr. William M. Greenhut, 124 East 84th St... New York 28, 
Secretary 


Amraican Acapemy of Palmer House, 
Chicago, Dec. 4-9. Dr. J. BE. Rauschkolb, P. O. Box 6565, Cleveland 1, 
Secretary. 


AMPawan Acapemy oF Neuroroomat Broadmoor Hotel, Colo- 
rado Springs, Colo. Oct. 21-23. Dr. Eben Alexander Bowman Gray 
School of Medicine, Winston-Salem, N. C., Secretary. 


Association of Mepicat Crrmics, Jung Hotel, New Orleans, 
Nov. 12-14. Dr. Arthur H. Griep, 420 Cherry St.. Evansville, Ind., 
Secretary. 


AMERICAN ASSOCIATION POR THE SURGERY oF Trauma, Hotel Cloridge, At- 
lantic City, N. J., Nov. 11-13. Dr. James K. Stack, 700 North Michigan 
Bivd., Chicago 11, Secretary. 


American Caxncen Socrtty, Hotel Roosevelt, New York, Oct. 17-24. Dr. 
Charies 8. Cameron, 47 Beaver St... New York 4, Medical Director. 


Ameatcan oF Interim Meeting, Algiers Hotel, Miami 
Beach, Florida, Nov. 11-13. Dr. Philip Reichert, 140 West 57th St., 
New York 19, Secretary 


Amraican oF The Shoreham. Washington, 
D. C.. Oct. 25-30. Dr. A. Xerxes Rossien, 33 West 60th St. New York 
23, Secretary. 


oF Suscrons, Convention Hall, Atlantic City, N. J., 
Nov. 14-19. Dr. Michael L. Mason, 40 East Erie St.. Chicago 11, 
Secretary. 


Amrencan Dentat Assoctation, Miami, Fla, Nov. 8-11. Dr. Harold Hilien- 
brand, 222 East Superior St.. Chicago 11, General Secretary. 


Amesican Socrety oF ANESTHESIOLOGISTS, Netherland-Plaza Hotel, Cin- 
cinnati, Oct. 25-30. Dr. J, Earl Remilinger Jr., 188 West Randoiph St, 
Chicago 1, Secretary. 


Society THE OF Sheraton Hotel, 
Chicago, Oct. 31-Nov. 1. Dr. O. J. Pollak, P. O. Box 228, Dover, Del., 
bevretary. 


Ampankan oF Mepiceve anp Hyowne, Hotel Peabody, 
Memphis, Tenn., Nov. 4-6. Dr. John E. Larsh Jr., Dept. of Parasitology, 
School of Public Health, Univ. of North Carolina, Chapel Hill, N. C., 
Secretary. 


Socrwry, The Chase Hotel, St. Louis, Nov. 4-7. 
Dr. Oscar B. Hunter, 915 Nineteenth St. N. W., Washington, D. C., 
Secretary. 


ASSOCIATION OF AmMPaican Mepicat French Lick Springs Hotel, 
French Lick, Ind.. Oct. 17-20. Dr. Dean F. Smiley, 185 N. Wabash 
Ave., Chicago 1, Secretary. 


Association of of me Usrrep States, Hotel Statler, 
Washington, D. C., Nov. 29-Dec. 1. Dr. Robert E. Bitner, Armed Forces 
Institute of Pathology, Washington 25, D. C., Secretary 


Association of State anp Teeerrontar Heattn Orrners, Hotel Wash- 
ington, Washington, D. C., Dec. 610. Dr. Franklin D. Yoder, State 
Board of Health, Cheyenne, Wyo., Secretary 

Acapesty of Gentaat Practice, Statler Hotel, Los Angeles, 
Oct. 24-27. Mr. Wm. W. Rogers, 461 Market St. San Francisco §, 
Executive Secretary 

Cenreat ror Restarcn, Drake Hotel, Chicago, Oct. 
29-40. Dr. Robert H. Ebert, 950 East 59h St., Chicago 37, Secretary. 

Concatss oF Surceons, The Waldorf-Astoria, New York, 
Nov 4-6. Dr. Bland W. Cannon, 1092 Madison Ave... Memphis, Tenn., 
Secretary. 
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Distarct of Cotumem, Socrety oF tHe, Hote! Shoreham, Wash- 
ington, D. C., Nov. 1-3. Mr. Theodore Wiprud, 1718 M St. N. W., 
Washington, D. C.. Secretary. 


Coast Cimwat Socrry, E vewater Park, Miss.. Oct. 21-22. Dr. 
F. C. Minkler, Pascagoula, Mise Secretary. 


INDIANA State Mepicat Assoctatio. Murat Temple, Indianapolis, Oct. 
26-28. Mr. James A. Waggener, 23 | ast Ohio St., Indianapolis 4, Execu- 
tive Secretary. 


INDUSTRIAL FounDation oF * Mellon Institute, Pittsburgh, 
Nov.17-18. Dr. C. Richard Walme- Mellon Institute, Pittsburgh 13, 
Managing Director 


InreRstare Post Asssoctario~n of 
Municipal Auditorium, Minneapolis, Nov. 1-4. Dr. Erwin R. Schmidt, 
1300 University Ave.. Madison 6, Wis., Secretary. 

Intee-Soctetry Cyrorocy Councn, Statler Hotel, Boston, Nov. 12-13. Dr. 
John B. Graham, 32 Fruit St., Boston, Chairman, Program Committee. 

oF Pepreation por Cimwat Resesece. 
Thorne Hall Auditorium, Northwestern University Medical Campus. 
Chicago, Oct. 28. Dr. R. L. Grissom, Univ. of Nebraska College of 
Medicine, Dept. of Internal Medicine, Omaha $, Secretary. 

Nationat Association pom Mentat Heatrn, Hotel Statler, New York. 
Oct. 23-25. Mr. Robert M. Heininger, 1790 Broadway, New York 19, 
Executive Director. 

Natronat Association, Baltimore, Oct. 24-27. Mr. E. B. 
Whitten, 514-16 Arlington Bidg., 1025 Vermont Ave.. N.W., Washing- 
ton, D. C., Executive Director. 

National Soctery por Statler Hotel, 
Boston, Nov. 3-5. Mr. Lawrence J. Linck, 11 South LaSalle St., Chi- 
cago 4, Executive Director. 

Oxtanoma Crry Oklahoma City, Oct. 25.28. 
Dr. Charles E. Leonard, $12 Medial Arts Bidg.. Oklahoma City 2, 
Secretary. 

Omana Mip-West Paxton Hotel, Omaha, Oct. 25-28. 
Dr. Louis E. Moon, 1031 Medical Arts Bide. Omaha 2, Secretary. 

PENNSYLVANTA, Mipicat of tHe Stare oF, Bellewwe-Stratford 
Hotel, Philadelphia, Oct. 17-22. Dr. Harold B. Gardner, 2°0 State 
Harrisburg, Secretary 

Post<Geapuate Crimi, Michigan Academy of General Practice, Sheraton- 
Cadillac Hotel, Detroit, Nov. 10-11. Dr. F. P. Rhoades, 970 Macca- 
bees Bidg.. Detron 2, Chairman 

Pursto Reo Mepwat Assoctatio~, Santurce, Dec. Dr. Luis R. 
Guzman-Lopez, Box 9111, Santurce, Secretary. 

Socrrty of Ameria, Biltmore Hotel, Los Angeles, 
Dec. 5-10. Dr. Donald S$. Childs, 713 East Genesee Si.. Syracuse 2, 
N. Y.. Secretary 

Michigan, Grand Rapids, Dec. 4. Dr. H. Marvin Pollard, 1313 East 
Ann St.. Ann Arbor, Governor. 

New England, Hartford, Conn., Oct. 22. Dr. John C. Leonard, 80 
Seymour St., Hartford, Conn., Chairman. 

New Jersey, Newark, Nov. 3. Dr. Edward C. Kiein Jr., 6 South Kingman 
Rd., South Orange, N. J.. Governor. 

Western New York, Syracuse, Nov. 19. Dr. Edward C. Reifenstein, 
109 South Warren St. Syracuse 2, Governor. 

Western Pennsylvania, Pittsburgh, Oct. 27. Dr. Roy R. Snowden, 3509 
Fifth Ave., Pittsburgh 13, Chairman. 

Mepiat Association, Hotel Cherry, Wilson, N. C.. Now. 14-16. 
Dr. James M. Habel Jr., 191 Bosley Suffolk, Va., Secretary. 

Sourmpas Merpwat Association, St. Louis, Nov. 811. Mr. C. P. Loranz, 
1020 Empire Bidg.. Birmingham 3, Ala., Secretary. 

Society of Cancer Cytotooy, St. Louis, Nov. 811. Dr J. 
Ernest Ayre, 1155 N.W. 14th St.. Miami, Fla., Secretary. 

Sourmtan Assoctation, Hollywood Beach Hotel, Hollywood, 
Fila.. Dec. 7-9. Dr. George G. Finney, 2947 St. Paul St.. Baltimore 18, 
Secretary. 

SouTHwestran Assoctation, Hotel Paso del Norte, El Paso, 
Texas, Nov. 17-19. Dr. Celso C. Stapp, 800 Montana St... El Paso, 
Texas, Secretary. 


Mepicat Socrty of, Shoreham Hotel, Washington, D. C., 
Oct. 31-Nov. 3, Mr. Robert 1. Howard, 1105 W. Franklin St., Richmond, 
Executive Secretary. 

Westean Surciat Association, The Broadmoor, Colorado Springs, Colo., 
Dec. 2-4. Dr. Michael L. Mason, 154 East Erie St., Chicago 11, Secre- 
tary 


FOREIGN AND INTERNATIONAL 

Commoswrattn Tusrecutoses Conrratnce, Royal Festival 
Hall, London, England, Jume 21-25, 1955. Mr. J. H. Harley Willams, 
Tavistock House North, Tavistock Square, London, W.C.1, England, 
Secretary General. 

Conrraence oF tHe Sotvay InstrrutTe oF Universiti Libre de 
Bruxcties, Brussels, Beigium, Oct. 18-23, 1954. For information write: 
Assistant to the Secretary. A. Dorsinfang Smets, Solvay Institute of 
Sociology, Parc Leopold, Brussels 4, Belgium. 
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Conoarss oF INTPRNATIONAL AssoctaTION oF Psycnotocy, Lon- 
don, England. July 18-23, 1955. Dr. C. B. Frisby, National Institute of 
Industrial Psychology, 14 Welbeck St. London, W.1, England, President 


Conocarss oF THe Dianeres Cambridec, 
England, July 4-8, 1955. Mr. James G. L. Jackson, 152 Harley St., 
London, W.1, England, Executive Secretary General 


Concerss ow Scheveningen. The Hague, Nether- 
lands, June 13-17, 1955. Dr. H. van Swaay. Pieter Bothstraat 12, The 
Hague, Netherlands, Secretary 


Heattn Concerss or Rovat Sanrrary Bournemouth, 
England, April 26-29, 1955. Mr. P. Arthur Wells, Royal Sanitary Insti- 
tute, 90 Buckingham Palace Road, London, §$.W.1, England, Secretary. 


Conceess of Shoreham Hotel, Washington, 
dD. C.. U. A. April 24-29. 1955. Dr. Eugene P. Pendergrass, 400 
Spruce St.. Philadciphia 4, Pa. U. S. A.. Secretary-reneral. 


Sessto~, Contror of Scrorons, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, 8. A.. Jan. 11-14, 1955 
Dr. Michael L. Mason, 40 East Eric St.. Chicago 11, I, U.S. A, 
Secretary 


INTERNATIONAL ANATOMICAL Conceess, Paris, France, July 25-0, 1955. 
Prof. Gaston Cordier, 45, rue des Saints-Péres, Paris 6°, France. 
Secretary -Creneral 


INTRPRNATIONAL Concerss oF Brussels, Belgium, Aug 1-4, 
1955. Prof. C. Liebecg, 17 Piace Delcour, Liege, Belgium, Secretary- 
General 


INTeRNATIONAL Concarss oF Comparative Lausanne, Switzer- 
land, May 26-31, 1955. Professor Hauduroy, 19 rue Cesar Roux, 
Lausanne, Switzerland, Secretary-Creneral 


INTERNATIONAL Concerss oF London, England, Sept. 4-10, 
1955. For information write: Dr. Carroll, 28 Weymouth St... London, 
W.1, England 


ConcRress OF Mepromwr Luxem- 
burg. Luxemburg, Nov. 7-12, 1954. Colonel A. R. Vernengo, Direcion 
General de Sanidad Militar, Pozos 2045, Buenos Aires, Argentina, S. A., 
Secretary General. 


INTERNATIONAL Concarss oF Plastic Surctey, Stockholm, Sweden, Aug. 
1-4, 1955, and Uppsala, Sweden, Aug. $, 1955. Dr. Tord Skoog, Uppsala, 
Sweden, General Secretary 


InteRNATIONAL Hosprtat Conocarss, Lucerne, Switverland, May June 3, 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Old 
Jewry, London, E.C.2, England, Hon. Secretary 


Concarss, Geneva, Switzerland, May 23.26, 
1955. Dr. Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, 
U. S. A., Secretary4ieneral 


Japan Mepiat Concarss, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary-General. 


Lati~w Amtanan Concerss oF Prysicat Lima, Peru, A., Feb 
14-19, 1955. Dr. Cassius Lopez de Victoria, 176 East Tist St.. New 
York 21, N Y., U. S. A., Executive Director. 


London, England, Sept. 13-17, 1955. Dr. 
R. D. Hoare, National Hospital, Queen Square, London, W.C.1, Eng. 
land, Secretary. 


Pan-AMtanan Acapemy of Practice, Lima, Peru, A. Feb 
11-25, 1955. Dr. Arturo Martinez, $4 East 7Tind St.. New York 21, 
N. Y., U. S. A., Secretary. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


Atasama: Examination, Montgomery, June 21-23. Sec... Dr. D. G. Gill. 
$37 Dexter Ave.. Montgomery 4 


Anizona:* Examination and Reciprocity. Phoenix, Jan. 12-14, 1955. and 
April 13-15, 1955. Ex. Sec. Mr. Robert Carpenter, 401 Security Bidg.. 
Phoenix. 


Askansas:* Examination. Little Rock, Nov. 4-5. Dr. Joe 
Verser. Harrisburg. Eclectic. Examination and Reciprocity. Little Rock. 
Dec. 8-9. Sec., Dr. O. L. Atkinson, 2528 Central Ave.. Hot Springs 
National Park. 


Written. Sacramento, Oct. 18-21. Oral. Los Angeles, Nov. 20. 
Orai and Clinical Examination tor Foreign Medical School Graduates 
Sec., Dr. Louis E. Jones, 1020 N Street, Sacramento. 


Examination. Denver, Dec. 7-4. Exec. Mrs. B. H. 
Hudgens, 831 Republic Bidg.. Denver 2 
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Cownecticut:* Examination. Hartford, Nov. 9-10. Sec.. Dr. Creighton 
ag 3 160 St. Ronan St.. New Haven. Homeopathic. Derby, Nov. 9-10. 
Sec., . Donald A. Davis, Elizabeth St. Derby. 

= ant: Examination and Reciprocity. Dower, Jan. 11-13, 1955. Sec., 

J. 8S. McDaniel, 229 So. State St.. Dover 

or Examination. Washington, Nov. 8-9. Deputy 
Director, Mr. Paul Foley, Department of Occupations and Professions, 
1749 Massachusetts Ave... N.W.. Washineton. 

Fioama:* Examination. Jacksonville, Nov, 21-22 
901 NW. 17th St... Miami % 

Ipano: Examination and Endorsement. Boise, Jan. 10-12, 1955. Exec. Sec.. 
Mr. Armand L. Bird, 964 Sonna Bidg.. Boise. 

lows:* Examination. Des Moines, Dec. 6-8. Exec. Sec.. Mr. Ronald V_ Saf, 
New State Office Bidg.. Des Moines 19. 

Kansas: Examination and Reciprocity. Topeka, Dec. 8-9. Sec., Dr. O. W. 
Davidson, 872 New Brotherhood Bide. Kansas City. 

Kentucky: Examination. Louisville, Dec. 68. Asst. Sec... Mr. R. F. Dixon, 
620 S. 3rd St., Louisville. 

Lourstana: Examination and Reciprocity. New Orleans, Dec. 24. Sec., 
Dr. Edwin H. Lawson, 990 Hibernia Bank Bide. New Orleans 12. 

Mare: Examination and Fradorsement. Portland, Nov. 9-10. Dr. 
Adam P. Leighton, 192 State St, Portland 

Examination. Baltimore, Dec. 14-17. Sec.. Dr. Lewis 
P. Gundry, 1215 Cathedral St.. Baltimore 1 _Homeopattte Baltimore. 
Dec. 14. Sec, Dr. Robert H. Reddick, R.D. 52. Cambridge. 

Massachuserts: camination. Boston, Jan. 18-21, 1955. Sec... Dr. Robert C. 
Cochrane, Room 47, State House, Boston. 

Misspsota:* Examination and Reciprocity. Minneapolis, Oct. 19-21. Sec., 
Dr. E. M. Jones, 230 Lowry Medical Arts Bidg.. St. Paul 2 

Misstssivet: Reciprocity. Jackson, December. Asst. Sec., Dr. R. Whitfield, 
Old Capitol, Jackson 113 

Neseaska:* Examination. Omaha, June, 1955. Director, Bureau of Exam- 
ining Boards, Mr. Husted K. Watson, State Capitol Bide... Room 1009, 
Lincoin 

New Jeasty: Examination. Trenton, Oct. 19-22. Sec., Dr. E. S. Mallinger. 
28 W. State St.. Trenton 

New York: Examination. New York City, Albany, Buffalo, and Syracuse, 
Feb. 15-18, 1955. Sec., Dr. Stiles D. Evell, 23 S. Pearl St.. Albany 7. 

Noarn Dakota: Examination. Grand Forks, Jan. $-8, 1955. Reciprocity 
Grand Forks, Jan. & Sec. Dr. C. J. Glaspel, Grafton 

Examination. Columbus, Dec. 13-15. Reciprocity. Sec.. Dr. H. M. 
Piatter, Wyandotte Bidg.. Columbus 15 

Soutm Examination and Reciprocity. Columbia, Nov. Sec.. 
Mr. N. B. Heyward, 1329 Blanding St. Columbia. 

Texas:* Examination and Reciprocity. Fort Worth, Dec. 2-4. Sec., Dr 
M. H. Crabb, 1714 Medical Arts Bldg.. Fort Worth 2. 

Uran: Reciprocity. Satt Lake City, Nov. 16. Director, Department of 
Registration, Mr. Frank E. Lees, 324 State Capitol Bidg., Salt Lake City. 

Examination. Richmond, Dec. 911. Reciprocity. Richmond, 
Dec. & Address: Board of Medical Examiners, 631 First St, S.W., 
Roanoke 

West xamination. Charleston, Oct. 18-20. Dr. Newman H. 
Dyer, State Office Bldg. No. 3, Charleston §. 

Ataska:* On application, Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

Guam: The Commission on Licensure will meet whenever a cand date 
appears or submits his credentials. Sec., Dr. Benedict Cooper, Agana. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Ataska: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., C. Earl Albrecht, 
Box 1931, Juneau. 

Distaxt of Examination. Washington, Oct. 18-19. Deputy 
Director, Department of Occupations and Professions, Mr. Paul Foley, 
1740 Massachusetts Ave... N.W.. Washington 

Fioema: Examination. “Gainesville, Nov. 6. Sec. Mr. M. W. Emme, 
Box 340, University of Florida, Gainesville. 

Minnesota: Examination. Minneapolis, Jan. 4-5, 1955. Sec., Dr. Raymond 
N. Bieter, 105 Millard Hall, University of Minnesota, Minneapolis. 

Oxtanoma: Oklahoma City, April 8-9, 1955. Sec. Dr. C. Gallaher, 813 
Braniff Bidg... Oklahoma City. 

Ontcon: Examination. Portland, Dec, 4, 1954, and March $, June 4, Sept. 
10, and Dec. 3, 1955. Sec., Mr. Charles D. Byrne, State Board of Higher 
Education, Eugene. 

Ruope Istanp: xamination. Providence, Nov. 10. Administrator of Pro- 
fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bidg., 
Providence. 

Soutn Dakota: Examination. Vermillion, Dec. 3-4. Dr Gregg M. 
Evans, 310 E. 1Sth St.. Yankton. 

Texas: Examination. Austin, Oct. 22-25. Address, Mrs. Betty Ratcliff, 
Chief Clerk, 407 Perry-Brooks Bidg., Austin. 

Wisconsin: Examination. Milwaukee, Dec. 4. Sec., Mr. W. H. Barber, 621 
Ransom St., Ripon. 


*Hasic Science Certificate required 


. Sec., Dr. Homer Pearson, 
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DEATHS 


Holmes, Paul McKinley # Toledo, Ohio; born in Columbus 
in 1890, Ohio State University College of Medicine, Columbus, 
1914; specialist certified by the American Board of Internal 
Medicine: member of the American College of Chest Physicians 
and the American Trudeau Society; fellow of the American 
College of Physicians; past president and on the board of trustees 
of the Toledo Academy of Medicine: medical director of the 
Oak Ridge Sanatorium in Green Springs: member of the attend- 
ing staff, Toledo and Toledo State hospitals and Toledo Society 
for Crippled Children Convalescent Home; member of the con- 
sulting staff at Robinwood Hospital; at one time assistant di- 
rector of the division of industrial hygiene for the state health 
department and later in charge of industrial hygiene for the city 
health department; died Aug. 17, aged 64, of coronary disease. 


Werner, Walter Ignatius # Albuquerque, N. M.; born in Coving- 
ton, Ky., Feb. 6, 1898; University of Maryland School of 
Medicine and College of Physicians and Surgeons, Baltimore, 
1923; specialist certified by the American Board of Internal 
Medicine; member of the board of governors and fellow of the 
American College of Physicians: member of the American 
Trudeau Society and the American College of Allergists; at one 
time medical director of the Oakland County Tuberculosis 
Hospital in Pontiac, Mich.; director of clinical research, South- 
western Presbyterian Sanatorium, consultant in internal medi- 
cine and allergy, Veterans Administration Hospital; lecturer in 
allergy to nurses, St. Joseph Sanatorium and Hospital; killed in 
a plane crash Aug. 22, aged 56. 


Phillips, Harvey Thomas ® Athens, Ohio: born in 1872: Starling 
Medical College, Columbus, 1900; at one time clected coroner 
of Athens County and served one term of two years: formerly 
probate judge of Athens County: served one term as representa- 
tive in the General Assembly of Ohio: elected to the Ohio State 
Senate in 1938, served two terms and voluntarily retired in 1942; 
medical examiner for the Ohio Industrial Commission from 
1942 to 1944; health commissioner of Athens County from 1944 
to 1948; medical examiner for the Columbus and Southern 
Ohio Electric Company from 1948 to 1954; one of the organizers 
and first secretary of the Athens County Savings and Loan 
Company; died in Mount St. Mary's Hospital, Nelsonville, July 
31, aged 81. 


Telman, Henry Jr. Salem, Mass. born Oct. 18, 1879: Harvard 
Medical School, Boston, 1906; specialist certified by the Ameri- 
can Board of Otolaryngology: member of the American Acad- 
emy of Ophthalmology and Otolaryngology and the New Fng- 
land Otolaryngological Society; fellow of the American College 
of Surgeons; for many years on the staffs of the Salem (Mass.) 
Hospital and the Boston City Hospital; affiliated with Cable 
Memorial Hospital in Ipswich, North Shore Babies Hospital in 
Salem, Danvers (Mass.) State Hospital, and the Beverly (Mass.) 
Hospital, where he died Aug. §, aged 74, of bronchial asthma 
and emphysema. 


Vogel, Harold Raymond @ Pittsburgh: born in McKeesport, Pa., 
Sept. 6, 1906; Georgetown University School of Medicine, Wash- 
ington, D. C., 1930; assistant professor of dermatology at the 
University of Pittsburgh School of Medicine: specialist certified 
by the American Board of Dermatology and Syphilology; mem- 
ber of the American Academy of Dermatology and Syphilology; 
served during World War Il; affiliated with Pittsburgh Skin and 
Cancer Foundation and the Children’s and St. Margaret's hos- 
pitals; consultant in dermatology at the Pittsburgh Tuberculosis 
Hospital; died Aug. 19, aged 47, of heart disease. 

Henderson, Charles William ® Major, U. S. Army. retired, 
Columbus, Ga.; Vanderbilt University School of Medicine, 
Nashville, Tenn., 1917; specialist certified by the American 
Board of Ophthalmology and the American Board of Otolaryn- 


@ Indicates Member of the American Medical Association, 


gology; member of the American Academy of Ophthalmology 
and Otolaryngology and the Pacific Coast Oto-Ophthalmological 
Society: fellow of the American College of Surgeons: served 
during World War |; entered the regular army in 1918 and re- 
tired July 31, 1930; on the staff of St. Francis Hospital, where 
he died Aug. 9, aged 62, of cerebral thrombosis. 


Palmer, Bascom Headen * Miami, Fla.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1914; specialist 
certified by the American Board of Ophthalmology: member 
of the American Academy of Ophthalmology and Otolaryn- 
gology: fellow of the American College of Surgeons; served 
during World War |; past president of the Florida Council for 
the Blind; for many years an adviser to the Lighthouse for the 
Blind in Miami; since 1926 a trustee of the University of Miami; 
affiliated with the Jackson Memorial and Dade County hospitals; 
died Sept. 2, aged 64. 


Remick, Sumner Haven * Ashburnham, Mass.: Tufts College 
Medical School, Boston, 1912: member of the American Trudeau 
Society; formerly vice-president of the Massachusetts Medical 
Society; at one time director of the division of tuberculosis for 
the state department of health: formerly medical superintendent 
of the New Bediord (Mass.) Tuberculosis Sanatorium and the 
Middlesex County Sanatorium in Waltham: served as a member 
of the local board of health: died in the Henry Heywood 
Memorial Hospital in Gardner Aug. 18, aged 68, of coronary 
thrombosis. 


Colvin, Noah Dick * Germantown, Ky.: University of Louis- 
ville Medical Department, 1904; affiliated with Good Samaritan 
Hospital in Maysville; president of the Bank of Germantown; 
died Aug. 12, aged 71. 


Cowan, Wayne Frost # Stevens Point, Wis: George Washington 
University School of Medicine, Washington, D. C., 1905; fellow 
of the American College of Surgeons: served during World 
War |; health officer of Stevens Point; since 1953 physician at 
the Portage County Infirmary; on the staff of St. Michael's 
Hospital; died July 3, aged 75, of coronary thrombosis. 


Cox, Allen Ennis Helena, Vanderbilt University School 
of Medicine, Nashville, 1894; past president of the Mid-South 
Medical Society; died Aug. 16, aged 82. 


Davis, John Francis * Oj] City, Pa: Western Pennsylvania 
Medical College, Pittsburgh, 1891; for many years secretary- 
treasurer of the Venango County Medical Society; served on the 
pension board of the Civil War and Spanish-American War 
veterans; formerly member of the local school board; for many 
years surgeon for the Pennsylvania Railroad; died July 31, 
aged 85, 

Eley, Lemuel Leslie © Chuckatuck, Va.; University of Maryland 
School of Medicine, Baltimore. 1892: for many years a member 
of the county school board; died in the Louise Obici Memorial 
Hospital, Suffolk, Aug. 20, aged 83, of a cerebrovascular 
accident. 

Gutelius, Charles B. @ Indianapolis: Indiana Medical College, 
School of Medicine of Purdue University, Indianapolis, 1906; 
served during World War 1; formerly affiliated with St. Vincent's 
Hospital; died in the Veterans Administration Hospital July 26, 
aged 76, of myocardial infarction and coronary thrombosis. 


Hoefle, Frank Benjamin * Brooklyn; Long Island College 
Hospital, Brooklyn, 1896; an Associate Fellow of the American 
Medical Association; served on the staffs of the Norwegian 
Lutheran Deaconesses' Home and Hospital and the Methodist 
Hospital, where he died Aug. 18, aged 79, of cancer. 

Johnson, Morris Hale Claybourn © Vincennes, Ind.: Indiana 
University School of Medicine, Indianapolis, 1911; died recently, 
aged 69, of myocardial infarction. 
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Joska, Vincent Vernon # Baltimore; University of Maryland 
School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1921; died July 1, aged $5, of coronary occlusion. 


Keogh, Joseph Patrick Jr. © Youngstown, Ohio: University of 
Colorado School of Medicine, Denver, 1934; fellow of the 
American College of Surgeons; member of the American Col- 
lege of Chest Physicians and the American Trudeau Society: 
served during World War Il; at one time instructor in surgical 
research at the Ohio State University College of Medicine, 
Columbus; affiliated with Youngstown Hospital and Mahoning 
Tuberculosis Sanatorium; died Aug. 9, aged 44, of acute myo- 
cardial infarction. 

Kepler, Corliss Cecil # Des Moines, lowa; State University of 
lowa College of Medicine, lowa City, 1943; member of the 
Oklahoma State Medical Association; resident at the Veterans 
Administration Hospital; died July 10, aged 35. 


Leachman, Thaddeus C. # Richmond, Va.; Independent Medical 
College, Chicago, 1898; Gate City Medical College, Texarkana, 
Ark., 1907; member of the Oklahoma State Medical Association; 
died Aug. $, aged 79, of coronary thrombosis. 


Lemon, Willis Storrs ® Clifton Forge, Va. University of 
Toronto Faculty of Medicine, Toronto, Canada, 1905; formerly 
on the faculty of his alma mater; served as professor of medicine 
at the University of Minnesota Graduate School, Minneapolis- 
Rochester; specialist certified by the American Board of Internal 
Medicine; member of the American Association for Thoracic 
Surgery and the Association of American Physicians; died in 
the Lewis Gale Hospital, Roanoke, Aug. 19, aged 76, of coro- 
nary thrombosis with myocardial infarction. 


Lightner, Gordon Hitt # Upperville, Va.; University of Virginia 
Department of Medicine, Charlotiesville, 1918; member of the 
Hawaii Territorial Medical Association; served during World 
War I; died Aug. 10, aged 62, of metastatic epithelioma. 


McBeth, Walter, Royal Center, Ind.; Medical College of Indiana, 
Indianapolis, 1901; served during World War |; died June 25, 
aged 78, of cerebral hemorrhage. 


MecCradie, Robert Drinnan Oakland, Calif: University of 
Illinois — of Medicine, Chicago, 1920; died Aug. 7, 
aged 65 


Helen 1. Doherty, Hingham, Mass... Woman's 
Medical College of Pennsylvania, Philadelphia, 1895; member 
of the American Public Health Association; veteran of the 
Spanish-American War; died Sept. 2, aged 82. 

Middlebrooks, William Edward, Panama City, Fla.; Southern 
College of Medicine and Surgery, Atlanta, 1912; died in Thomas- 
ville, Ga., July 2, aged 66, of chronic nephritis and uremia. 


Park, Paul Archibald # Fairfield, Conn.; State University of 
lowa College of Homeopathic Medicine, lowa City, 1910; served 
during World War 1; formerly practiced in Bristol, where he 
was on the staff of the Bristol Hospital; past president of the 
Bristol Medical Society; died in the Bridgeport (Conn.) Hospital 
Aug. 6, aged 70, of arteriosclerotic heart disease. 


Remmel, Alva Jacob # San Francisco; Cooper Medical College, 
San Francisco, 1905; formerly on the faculty of his alma mater; 
for many years on the staff of the French Hospital; died recently, 
aged 78, of myocardial infarction and coronary occlusion. 


Schulman, Abraham Samuel @ Union City, N. J.; Long Island 
College Hospital, Brooklyn, 1920; fellow of the American 
College of Surgeons; affiliated with the Margaret Hague Mater- 
nity Hospital in Jersey City, where he was attending surgeon 
and past president of the medical staff of Christ Hospital, where 
he died Aug. 6, aged $5. 


Shapiro, Nettie Phillips, New York City; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1909; died in Chicago, Aug. 24, aged 77, of Hodgkin's 
disease. 

Slade, Lois Vida Bronson, Alameda, Calif.; Hahnemann Medical 
College of the Pacific, San Francisco, 1905; died July 22, 
aged 75, of cerebral hemorrhage, arteriosclerosis, and hyper- 
tension. 
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Smith, Reuben * Marion, Kan.; Kansas City (Mo.) 
Medical College. 1903; died May 10, aged 80, of coronary 
occlusion. 

Spruit, Charles Booth ® Brigadier General, U. S. Army, retired, 
Washington, D. C.; Harvard Medical School, Boston, 1915; 
joined the Medical Corps of the U. S. Army in 1917; retired 
Oct. 31, 1946; held the Distinguished Service medal, the Bronze 
Star, and the Legion of Merit; from 1946 to 1951 associated 
with the Veterans Administration: died in the Walter Reed 
Hospital, July 3, aged 67, of cerebral hemorrhage. 


Stoker, George P.. Red Oak, Texas; Missouri Medical College, 
St. Louts, 1887; Hospital College of Medicine, Louisville, Ky., 
1902; died July 23, aged 95. 


Sutton, Fredrick Roscoe, Oklahoma City: University Medical 
College of Kansas City, Mo., 1898: served during World War 1; 
died in the Veterans Administration Hospital Aug. 11, aged 79, 
of arteriosclerotic heart disease. 

Teagarden, Elmer Jay, Rome, Ga.; Johns Hopkins University 
School of Medicine, Baltimore, 1926; certified by the National 
Board of Medical Examiners; at one time director of the burcau 
of tuberculosis for the Florida State Board of Health; formerly 
affiliated with the Florida State Sanatorium in Orlando and the 
Morgan County Tuberculosis Sanatorium in Flint, Ala; died 
in Apopka, Fla., July 20, aged $3. 


Tucker, George Willard, Oak Forest, ll. College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Ilinois, 1908; affiliated with the Oak Forest Infirmary, where 
he died Aug. 13, aged 81, of arteriosclerotic heart disease. 


Waterman, James Raymond, Fillmore, N. Y.; University of 
Louisville (Ky.) Medical Department, 1902; died June 2, aged 
79, of arteriosclerosis and prostatic obstruction. 


Wiggins, Edward L., Indianapolis; Medical College of Indiana, 
Indianapolis, 1900; served during World War 1; inspector for 
the city board of health; died in the Methodist Hospital Aug. 11, 
aged 76, of bronchopneumonia following injuries received in a 
fall from a ladder. 


Wiggins, Elmore Cornelius, Washington, D. C.; Howard Univer- 
sity College of Medicine, Washington, 1916; clinical instructor 
in urology at his alma mater; affiliated with Freedmen’s Hos- 
pital, where he died July 31, aged 62, of carcinoma of the right 
lung with metastases. 


Wolfe, Theodore Peter # Taos, N. M.; Universitit Zurich 
Medizinische Fakultit, Switzerland, 1928; specialist certified by 
the American Board of Psychiatry and Neurology; member of 
the Medical Society of the State of New York, American Psy- 
chiatric Association, and the American Psychopathological Asso- 
ciation; formerly practiced in New York City, where he was 
affiliated with Columbia Presbyterian Medical Center; died July 
29, aged $1, of pulmonary tuberculosis. 


Woodard, Dean Sanford @ Watsonville, Calif.; St. Louis Univer- 


’ sity School of Medicine, 1914; affiliated with Watsonville Com- 


munity Hospital; for many years physician for the Southern 
Pacific Railroad; died Aug. 7, aged 68, of myocardial infarction 
and coronary occlusion. 

Woodruff, James Lioyd, Los Angeles; Jefferson Medical College 
of Philadelphia, 1909; died Aug. 27, aged 73. 


Woolley, Herbert Codey, Sea Girt, N. J; Jefferson Medical 
College of Philadelphia, 1904; specialist certified by the Ameri- 
can Board of Psychiatry and Neurology; retired colonel, Medical 
Corps, U. S. Army Reserve; served in France during World 
War |; from 1924 to 1929 clinical director at St. Elizabeth's 
Hospital in Washington, D. C., where for many years he was 
assistant superintendent; formerly superintendent of the Penn- 
hurst (Pa.) State Hospital and the Philadelphia State Hospital; 
died Aug. 28, aged 73, of myocardial infarction. 

Young, Albert T. @ Alexandria, Va.; Maryland Medical College, 
Baltimore, 1905; died Aug. 21, aged 70. 

Zoeckler, Mary Dayton Allen, Brighton, N. Y.; Johns Hopkins 
University School of Medicine, Baltimore, 1910; served as 
medical missionary in Persia; died June 14, aged 69, of coronary 
thrombosis, myocardial infarction, and diabetes mellitus, 
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BRAZIL 


Observations on Newborn Infants Delivered by Forceps.—Dr. 
Mario G. da Fonseca of Rio de Janeiro reported (Rev. evnec. € 
obst, 48:148, 1954) a statistical study on 755 newborn infants 
delivered by forceps at the Hospital Pro-Matre between July 1, 
1946, and Dec. 31, 1952. The study includes the characteristics 
of the infants during the first week of life and some facts con- 
cerning the pregnancy and delivery of their mothers. During 
the six and one-half years under consideration, 12,575 live 
infants were born at the Hospital Pro-Matre, among whom 755 
(5.9°%) were delivered by forceps. Over the entire period a slight 
increase in the proportion of forceps deliveries was noted. The 
study of the prenatal condition of the mothers of the 755 infants 
showed that in 612 cases (81.1%) the pregnancy was normal 
and in 143 it was toxemic. Since this private maternity hospital 
receives many pregnant women of low social status in emergency 
conditions, a large number of mothers had had practically no 
prenatal care. Of the 755 infants only 354 had had a serologic 
test for syphilis; 110 (21.2%) of these were positive. The indi- 
cations for the use of forceps were: fetal disease 110; fetal 
disease and maternal exhaustion 63; uterine imertia 137; uterine 
inertia and fetal disease 247; uterine inertia and maternal ex- 
haustion 93; uterine inertia, maternal exhaustion, and fetal 
disease 80; eclampsia 13; breech and transverse presentations 6; 
and maternal exhaustion alone 6. Uterine inertia was thus the 
leading cause of forceps application. Of the 755 infants, 476 
were boys and 279 were girls, or a ratio of about 2 to 1. As for 
the body length, 241 were less than $0 cm., and 514 were 50 
to S55 cm. long. The birth weight was less than 2.5 kg. in 89, 
2.5 to 2.9 kg. in 193, 3 to 3.4 kg. in 283, 3.5 to 3.9 kg. in 138, 
and 4 kg. or more in $2. Of the 755 infants 483 had to be re- 
suscitated. The duration of labor was less than 12 hours in 110, 
12 to 24 hours in 398, and more than 24 hours in 247. Thus, 
the application of forceps occurred in 85.4°% after more than 
12 hours of labor. This high percentage of late use of forceps 
was due to the fact that many of these women were hospitalized 
only after having been treated for several hours by incompetent 
midwives. Thirty-five deaths occurred among the 755 infants 
during the first week of life, or an average of 4.6% for the 
whole period. The variation of the rate, from year to year, 
showed a definite decreasing trend. 


Natural Infection of Phiebotomus in a Focus of 
Kala-Azar.— Drs. M. P. Deane and L. M. Deane of Sao Paulo 
are the first to report (/lospital, Rio de Janeiro 4§:697, 1954) 
the natural infection of Phlebotomus longipalpis by leptomonads 
of Leishmania donovani in an endemic focus of kala-azar in 
the state of Ceara. The experimental infection of the same insect 
by this parasite had been reported in 1938 by Ferreira, Deane, 
and Mangabeira. Working in the area mentioned since Decem- 
ber, 1953, the authors examined and classified more than 7,000 
sandflies, about 88° of which belonged to the genus Phicboto- 
mus and nearly 99° of the latter to the species P. longipalpis. 
The females were separated and dissected immediately after egg 
laying, with the technique of Barreto and Pessoa. This technique 
has the advantage of (1) allowing a rapid and sure diagnosis of 
the species; (2) making a clean preparation in which the flagel- 
lates are casily visible; and (3) permitting the determination of 
the predominant localization of the flagellates in the various 
portions of the digestive tube of the insect. 

Of 141 female specimens, 2 were found to be naturally in- 
fected by leptomonads. One of them contained semidigested 
blood, with slight infection limited to the stomach, and the 
other, with completely digested blood, presented an abundant 
infection of the stomach, esophagus, and pharynx. The authors 
believed these to be leptomonads of L. donovani because the 
insects were caught in an endemic focus of kala-azar, where, 
besides human cases of the disease, dogs and foxes were found 
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to have the visceral form. They could also obtain experimental 
infection of P. longipalpis by placing in Shannon's trap dogs 
infected by L. donovani. Of four female specimens fed on 
infected dogs and dissected from 6 to 11 days after the feeding, 
two were found to be heavily infected. The authors consider 
this species to be the most important vector of visceral leish- 
maniasis in the area studied and perhaps in the other parts of 
Brazil where the disease has been reported. 


New Suction-Dissector for Tonsillectomy.— Dr. Henrique ( rosio 
of Ribier’o Preto (Rev. paulista med. 44:327, 1954) describes 
his new suction-dissector for tonsillectomy, which can be used 
either with local or general anesthesia. The dissector is a metal 
tube 24 cm. long with an opening at cach end. The end used 
in contact with the tissues is curved like a dissector commonly 
used for tonsillectomy (Neumann, Hurd) and is provided with 
a 1S mm. oval opening for the draining of blood and saliva 
during the dissection. The handle is connected, through a rubber 
tube, with a pedal-operated suction pump. The use of the new 
instrument shortens the duration of the operation and makes it 
easier both for the surgeon and the patient. 


DENMARK 


Chemotherapy of Renal Tuberculosis.— Dr. 1. Meyer has com- 
pared 100 patients treated for renal tuberculosis between 1949 
and 1951 with 111 patients treated between 1943 and 1949, 
before the effective introduction of modern chemotherapy. The 
group treated with chemotherapy was given | em. of dihydro- 
streptomycin daily for three months plus 12 gm. of p-amino- 
salicylic acid (PAS) daily for six months. Streptomycin-resistant 
strains of tubercle bacilli developed in some patients when 
streptomycin was given by itself but never when tt was combined 
with p-aminosalicylic acid. In 43 of the patients given this com- 
bined treatment tubercle bacilli disappeared from the urine, the 
search for them, including guinea pig inoculation, having yielded 
consistently negative results for at least a year after the comple- 
tion of treatment. Dr. Meyer, whose report is published in 
Nordisk medicin for Aug. 26, 1954, notes that when tubercle 
bacilli recur in the urine after initially successful chemotherapy 
they nearly always do so within four months after the completion 
of such treatment. In other words, absence of tubercle bacilli 
from the urine for more than four months will probably con- 
tinue indefinitely. 

Among the 111 patients who served as controls and received 
only conservative treatment such as sanatorial care and ultra- 
violet light, only 18 became free from tubercle bacilli in the 
urine. Such freedom of more than one year's duration was 
recorded in only seven of these patients. In both groups opera- 
tive treatment was not indicated, and the nature, localization, 
and extent of the tuberculosis were about the same in both 
groups. The success achieved by modern chemotherapy has 
influenced the indications for operative treatment. In 1943 the 
diagnosis of unilateral renal tuberculosis was promptly taken as 
an indication for operative treatment, whereas in 1951 con- 
servative treatment enjoyed much greater use. 


Detoxication of Drunkards.—Since Dr. Oluf Martensen-Larsen 
of Copenhagen published his first observations of disulfiram 
(Antabus), he has explored various other means of preventing 
and combating alcoholism. By supplementing disulfiram therapy 
with the administration of an antihistamine preparation plus 
sodium chloride he has shown that much can be done to break 
the chain of events in an alcoholic period. His latest publication 
on the subject appeared in the British Medical Journal for Aug. 
21, 1954, in which he referred to the sobering effect of vitamin 
B.. He has given it intravenously in the form of Benadon with 
doses of 100 mg. He has found the scope of activity for vitamin 
B. limited to cases of excitation, the effect subsiding in about 
one hour. The same effect can, however, be obtained by repeat- 
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ing the injection. Since August, 1953, he has used fructose to 
promote the metabolism of alcohol. Fructose has a sobering 
and sedative effect corresponding to that of vitamin B, but 
appearing more slowly. On the other hand, the fructose effect 
persists somewhat longer and is often followed by a desire for 
sleep that, when satisfied, tends to rid the patient of any desire 
for more alcohol. Thus B, and fructose, given at the same time. 
supplement each other. A useful substitute for pure fructose has 
been found by Martensen-Larsen in Danish honey, half the sugar 
content of which is fructose. Honey is given by mouth in two 
doses of about 125 gm. at an interval of half an hour. The 
honey-alcohol reaction, reminiscent of a disulfiram-alcohol re- 
action, always subsides within half an hour and is often quite 
transitory. It leaves no discomfort, in particular no feeling of 
that physical exhaustion encountered after an disulfiram-alcohol 
reaction. This honey medication may well be combined with 
disulfiram-antihistamine-sodium-chloride therapy. With these 
remedies Martensen-Larsen has found it always possible to quiet 
a patient and render him manageable. 


Daniels’ Test for Erythema Nodosum.—tIn 1949, Daniels pub- 
lished an account of his biopsy method—removal of nonpalpable 
lymph glands from the neck under local anesthesia. Through a 
3 em. incision over the lateral border of the sternocleidomastoid 
muscle, parallel with and just above the clavicle, the region 
superficial to the scalenus anterior is explored. In Ugeshrift for 
lager for Sept. 9, 1954, Dr. Steen Olsen reports his experience 
with this method since 1952 in nine patients with erythema 
nodosum. The clinical findings were remarkably uniform. The 
patients, all women, were between the ages of 22 and S8 and 
were admitted to hospital with high fever and articular symp- 
toms, which in five contributed to the diagnosis of rheumatic 
fever on admission. In cight of the nine patients bilateral enlarge- 
ment of the hilus glands was found. In four the biopsy indicated 
the probability of tuberculosis, and in three the most likely 
diagnosis was sarcoidosis. In the remaining two patients non- 
specific inflammatory changes were found in the excised lymph 
glands. Culture of the excised tissues for tubercle bacilli was 
carried out in seven, and tubercle bacilli were demonstrable in 
one. In view of the failure of the clinical examination to differ- 
entiate between the various possible causes of erythema nodosum, 
the value of this biopsy is enhanced. 


Reform of International Medical Congresses.— Ihe 24th North- 
ern Congress of Internal Medicine was held in Stockholm last 
September. The 25th congress will, it is planned, be held in 
Copenhagen in 1956, when it will be presided over by Prof. 
Finar Meulengracht of the Bispebjerg Hospital in Copenhagen. 
Speaking of the 1954 congress, Professor Meulengracht expressed 
the belief that the organization of such a mecting at present does 
not reflect the profound changes that have taken place in the 
dissemination of recent knowledge. At one time important dis- 
coveries were deferred until they were announced at some inter- 
national meeting after being kept in “cold storage” for a year or 
two. Now such discoveries are reported at the meetings of local 
medical societies or in the medical press. In these and other ways 
they become general knowledge and attendants at international 
congresses know to a large extent what is the content of the 
formal papers to be presented. Professor Meulengracht’s remedy 
for this is to promote round-table conferences attended by small 
groups interested in some special subject. It is probable that 
Meulengracht’s scheme of reform will prove particularly accept- 
able in the comparatively smal! Scandinavian medical world 
whose members know more about cach other than the members 
of larger communities. 


ENGLAND 


sicians’ Legal Risks.—At the recent annual meeting of the 
British Medical Association, Mr. William Mair, a solicitor, at- 
tributed the recent increase in litigation to (1) the National Health 
Service, which was believed to have converted the cure of the 
sick from a work of mercy freely offered and freely accepted to a 
right purchased by a weekly stamp; (2) the institution of the legal 
aid scheme; and (3) the wide publicity given to cases, which had 
caused patients to take the attitude “What can we lose?” He 
stated that negligence could be an act of commission or an act 
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of omission. A physician ought to bring to his treatment of a 
patient the reasonable skill and care professed by the normal 
and prudent practitioner of the same experience and training. 
No one can guarantee a favorable outcome, but, with the 
exercise of knowledge, skill, care, and diligence, there can be 
no negligence. He mentioned, however, the intrusion into this 
branch of the law of a transfer of the onus of proof from the 
plaintiff to the defendant. In England, but not in Scotland, there 
is now a tendency to transfer the liability from the physician to 
the employing authority (hospital). This could be dangerous to 
the freedom of the profession. Mr. Mair concluded by criticizing 
those physicians and dentists who run the risk of acting as 
operator and anesthetist at the same time. 

Mr. Hector McKechnie of Edinburgh, Scotland, said that the 
main causes that had led to an increase in actions against physi- 
cians and hospitals since the National Health Service Act became 
law were the growing materialism of the relationship between 
physician and patient, the new facilities for legal aid, and the 
readiness of medical experts to give evidence against their col- 
leagues. When a person meets with a misfortune he at once secks 
to make someone else liable and no longer regards it as a Visita- 
tion of God. The bond between the physician and his patient 
had been loosened by the Health Service. Treatment is now a 
right, not a privilege. If the physician makes a mistake, the 
patient reasons that the physician can afford to pay for it. In 
Scotland, a hospital board is not liable for the faults of persons 
performing skilled professional services, but in England such a 
liability had been increasingly imposed since 1942. Mr. Me- 
Kechnie expressed the hope that the Scotch courts would not 
follow the English example in this regard. He warned the medi- 
cal profession that embarking on unorthodox treatment without 
the patient's consent would be apt to lead to disaster if the treat- 
ment failed and the patient sued. He thought that courts ought to 
have the help of medical assessors in cases of negligence involv- 
ing physicians. 


Child Welfare.—Mothers are the chief guardians of child wel- 
fare in all sections of society, says a report issued by the Nuffield 
Foundation. “A family with a good mother can withstand a 
feckless or even a vicious father, but rarely can a family survive 
it the mother fails.” According to Prof. James Spence in his 
book, “A Thousand Families in Newcastle upon Tyne,” 1,142 
babies were born between May and June of 1947 in 1,132 
families. A vear later the total was 967 as a result of 44 deaths, 
127 removals, and 4 whose families did not cooperate. The 
fathers ranged from university professors and merchants to 
“down and outs” and at least one burglar. Fighty per cent of the 
mothers were rated satisfactory, 9°) unsatisfactory, and $% in- 
different. One house in seven was unfit for habitation, and one 
family in three was overcrowded, necessitating great parental 
devotion and high domestic skill in caring for children. 
Although no one was better placed than the family physician 
to advise parents on disease prevention and to educate them in 
the significance of symptoms, there was little inclination on his 
part to undertake this responsibility. Parents were not warned 
of the danger of exposing infants to tuberculosis and other in- 
fections. Most children were taken around freely in buses, 
trams, trams, and cars. At least 70 and probably many more 
were taken to the cinema in the first year of life, § within the 
first month, and the earliest on his ninth day. At least 15 of the 
deaths could have been prevented. An infant mortality rate of 
23 per 1,000, instead of 44, should be the target figure for the 
future. Only 203 children had no illness requiring medical care. 
The remaining 764 had 1,625 illnesses. Many were preventable. 
The investigators conclude that although family physicians and 
hospitals have played an essential part in the diagnosis and treat- 
ment, their work has not been primarily responsible for the 
improvement in child health in the past 40 years. “Further 
prevention will now depend mainly on the education of family 
doctors in the principles of health and development of children 
and in the prevention of their diseases. This throws back on medi- 
cal schools the responsibility for a better clinical education and 
a more realistic training of undergraduates and graduates.” The 
children suffered from 1,400 infectious diseases requiring pre- 
cision in diagnosis and treatment, few of which were studied in 
teaching hospitals. The medical schools must face this question 
of how to present a balanced view of disease to students. 
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Growing Risks from Barbiturates.—A letter to the Daily Tele- 
graph from A. L. Wagland states that although there is new hope 
for the tuberculous, the person with leprosy, and for the sufferer 
from various diseases formerly regarded as fatal, there are in- 
creasing reports of serious, sometimes fatal, results attending 
the use of modern drugs. The ready availability of some of these, 
notably the barbiturates, has given rise to an alarming increase 
in drug poisoning, both accidental and suicidal. Statistics for 1931 
show that out of a total of 5,147 suicides by all methods 0.23% 
were due to barbiturates and another 0.23°% were due to “acci- 
dental” poisoning with the same drugs. The corresponding figures 
for 1951 were: 4,469 suicides, with 5.5% due to barbiturates 
and 2.6 due to “accidental” deaths from the same drugs. The 
figures for 1952 show that the rise continues: of 4,338 suicides 
10.9% were due to barbiturates and 3.2° were due to “acci- 
dental” poisonings. No fewer than 98 different brands of various 
barbiturates are available on the open market. Addiction to 
barbiturates is a growing problem, and the mental changes 
accompany ing barbiturate poisoning are a cause of concern. 


Wrong Injections... The Central Health Services Council was 
set up by the National Health Service Act of 1945 to advise the 
Minister of Health on a wide range of subjects. An investigation 
was carried out by a subcommitice of the council into the acci- 
dental injection of wrong solutions into hospital patients. While 
the prevention of this kind of mishap is largely a matter of 
common sense, the report makes a few helpful suggestions. One 
of these is that no coloring matter should be added to any 
injectable fluid, while naturally colorless fluids not used for 
injecting but supplied to operating rooms should be artifically 
colored. The name of the drug on an ampul should run parallel 
to the long axis and insofar as possible all injectable fluids should 
be made up in ampul form. Ampuls may be sterilized in formal- 
dehyde vapor. The report warns against giving only verbal orders 
for administration of dangerous drugs. When all is said and 
done, it is up to the person giving the injection to read the label 
on the container, for this is “the most effective single precaution 
that can be taken against accidents.” 


SWEDEN 


Prevention of Dental Caries.—Reference has already been 
made (THe Journat, May 16, 1953, page 264) to the dental 
caries research carried out at the Vipeholm Hospital since 
1947. The recent issue of a report on this research, with 
special reference to the part played by carbohydrates in the 
development of dental caries, has given the Swedish Ministry 
of Health an opportunity to use the conclusions indicated by 
this research. Evidently the time is not yet proper for the 
issue of hard and fast rules for combating dental caries, and 
the Ministry of Health has outlined a great number of volun- 
tary measures the adoption of which would presumably go 
far to reduce the ravages of this disease. The more than 900 
dentists responsible for the dental welfare of some 350,000 
children are urged to pay special attention to cases of severe 
dental caries with a view to notifying the authorities about 
them and to cooperating with physicians in dietetic measures 
calculated to prevent such caries. The medical and dental 
professions are invited to cooperate in popular health edu- 
cation on this subject by means of the press, radio, pamphiets, 
and posters. 

The Ministry of Health has also made some recommenda- 
tions to industries concerned with the production and sale of 
foods and other preparations that contain sugar and that are 
likely to promote dental caries. The consumption of candies, 
sweetened tablets, and similar products should be discouraged, 
and bakers should learn to provide a greater variety of 
products containing littl or no sugar. Sugarless bread should 
have a distinctive appearance enabling the consumer to iden- 
tify it easily. In 1951 the total consumption of sugar in 
Sweden was approximately 45 kg. per person, a sugar con- 
sumption rate higher than that of many other countries. It 
is suggested that taxation might prove effective in reducing 
the consumption of sugar. It is even possible that discrimina- 
tion might be exercised with regard to taxation in such a 
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way that preparations with very high sugar content, such as 
candy, would be selected for high taxes. Measures might also 
be adopted with a view to discouraging the sale of candies 
in or near schools. Popular education should aim at dis- 
couraging the consumption of sugar between meals or at the 
end of the day. The eating of sweets at short intervals while 
reading or attending movies should also be frowned on, and 
the midday meal should end with cheese, sugarless bread, 
butter, and some nonswectened beverage. 

All the above and many other measures are advocated by 
the Ministry of Health in the hope that the Swedish people 
will soon learn to discard certain habits and traditions that 
in the past have increased the possibility of dental caries. It 
should be noted that the people of Sweden are asked to put 
their own house in order rather than to obey government 
edicts. 


Experiences of a Paratyphus (Breslau) Epidemic.—in the 
summer of 1953 a severe and widespread outbreak of gastro- 
enteritis gave rise to much concern, partly because of the 
initial obscurity of its origin. In Svenska ldkartidningen for 
July 10, 1953, Dr. Jonas Lindahl and Dr. Justus Strém of 
the Stockholm Fever Hospital give an account of the experi- 
ences of this hospital with cases of Salmonella breslau gastro- 
enteritis. Severe diarrhea and vomiting frequently produced 
signs of intoxication and shock; the patients became drowsy, 
cold, and cyanotic, with a weak and rapid pulse and falling 
blood pressure. In severe cases, there was albuminuria and 
hematuria, and electrocardiographic signs of myocarditis were 
not rare. The conventional tests for intoxication and shock 
were carried out, and the conventional treatment with blood 
or plasma transfusion was successfully adopted. These more 
radical measures were followed up, as the patient's condition 
improved, with the administration of a solution of sodium 
bicarbonate to combat acidosis. 

The question may be raised whether the modern treatment 
with antibiotics is likely to play an important part in such 
cases as a substitute for the above-mentioned, well-established 
methods for combating the worst effects of severe gastro- 
enteritis of the paratyphus breslau type. Dr. Lindahl and Dr. 
Strom find that the older methods are by far the most im- 
portant and lifesaving. In severe cases, little can be achieved 
by use of chlortetracycline (Aureomycin), chloramphenicol 
(C hloromycetin), or oxytetracycline (Terramycin). “In the com- 
mon, slight and moderately severe cases of gastroenteritis we 
have not been able to observe any convincing effect from the 
remedies in question. As the effect is therefore most question- 
able, we can hardly be justified from the clinical point of view 
in adopting a more general use of these expensive remedies.” 
It is also noted that negative results from feces tests after treat- 
ment with antibiotics are apt to be misleading, as the germs in 
question are liable to recur when the treatment is discontinued. 


Tuberculosis Statistics.—A report that was published by the 
Swedish National Association Against Tuberculosis shows in 
many different ways how tuberculosis is receding under the 
various measures taken against it. One of the most cheering 
signs is the closing of institutions for tuberculosis or their 
diversion to the treatment of other diseases. During the most 
recent five year period, a total of 825 beds for tuberculous 
patients have been diverted in this way. The 8,516 new cases 
of tuberculosis registered in 1952 showed an appreciable de- 
cline on the corresponding figure for the previous year. Among 
these were 1,496 cases of open tuberculosis; the corresponding 
figure for 1951 was 1,590. There were 1,293 deaths from 
tuberculosis of all forms in 1952, the equivalent of 0.18 per 
1,000 inhabitants. Here again there was a considerable fall in 
comparison with previous years. The fact that 85% of these 
deaths from tuberculosis concerned persons already registered 
with the central tuberculosis dispensaries is a tribute to the 
efficacy of the tuberculosis dispensary system. At the end of 
1952, there were 77,754 cases of tuberculosis registered (0.9 
per 1,000 inhabitants), and this figure showed a reduction of 
3,086 from a year earlier. At the end of 1952, the cases of 
open tuberculosis numbered 7,043, or | per 1,000 inhabitants. 
According to the same report, the number of BCG vaccina- 
tions in 1952 exceeded those of previous years. 


J.A.MLA., Oct. 16, 1954 


CORRESPONDENCE 


BLEEDING PEPTIC ULCER 

To the Editor:-—This note refers to an article in THe Journat, 
June 26, 1954, page 833, entitled “Bleeding Peptic Ulcer Com- 
plicating Hydralazine and Hexamethonium Bromide Therapy.” 
by Mandelbaum, Brook, and Mandelbaum. In this article bleed- 
ing from a duodenal ulcer developed in the patient, who was 
markedly hypertensive, following therapy with hydralazine and 
hexamethonium. This complication simulates the occasional 
experience observed after surgical sympathectomy. Wilkins 
speculated that autonomic sympathetic blockade might allow 
unopposed hyperacidity to become exaggerated and precipitate 
hemorrhage from a peptic ulcer. 

I have observed a patient who has had hypertension for many 
years, ranging around 210/120 mm. Hg. He had never had the 
drugs above mentioned but was taking rauwolfia preparations 
for about a year. In the early part of the year he had been 
taking alseroxylon (Rauwiloid), 4 mg. per day, and about two 
months prior to the incident to be discussed he had received 
Raudixin (a whole rauwolfia root), 50 mg. twice a day. He 
complained that after taking this drug he always experienced 
pain in the epigastrium. However, since these symptoms were 
not common with this drug, he continued to take the medica- 
ment. He had had a slight hemorrhage in the gastrointestinal 
tract about two years previously that cleared up with bed rest. 
The roentgenogram taken after the last bleeding showed no 
abnormality. The patient, a 49-year-old physician, was admitted 
to the hospital on April 24, 1954, and discharged on May 8. 
Two days before admission, melena of a mild nature had de- 
veloped. He had a moderate attack of melena the night before 
admission. The next evening he had a very large, tarry stool 
and immediately went into shock. He was seen the same eve- 
ning. His pulse was 120 per minute, blood pressure 100/60 
mm. He, and he manifested air hunger. A transfusion was 
promptly started, after which the shock improved. The next 
day his blood pressure was 160/90 mm. He. and he appeared 
to be in much better condition. An electrocardiogram taken 
after the first bleeding showed a left ventricular strain with 
very deeply depressed T waves in the chest leads. This was 
taken to be due to a coronary insufficiency caused by severe 
anemia. His hemoglobin level after the first bleeding was 10 
gm. per 100 cc. and the following day fell to 9 gm. per 100 cc. 
Thereafter, several small transfusions were given. On April 26, 
he again had massive bleeding and again went into severe shock. 
The blood pressure was 100/70 mm. Hg, and the pulse was 
120 per minute. A consultation was called, but by the time the 
consultant arrived the blood pressure had risen to 150/90 mm. 
Hg and the pulse had fallen to 92 per minute. The consultant 
stated that if any more gastrointestinal bleeding should occur 
an operation was mandatory, even though at this time the exact 
site of the bleeding was not known (“blind”™ gastric resection). 
it is always a hazardous thing to do, but it was felt that no 
choice was available if he bled again. Fortunately, this did 
not occur. On April 27 the patient was given a diet of gruel 
and junket; his blood pressure was 160/90 mm. Hg. The blood 
pressure was maintained until his discharge on May 8. On May 
§ an electrocardiogram showed left ventricular strain, but now 
the T waves were all upright in the chest leads. His hemoglobin 
level on discharge was 12 gm. per 100 cc. He has continued 
asymptomatic to date. The gastrointestinal series done on May 
19 showed marked prepyloric spasm. There was irregularity of 
the prepyloric portion of the stomach, especially on the lesser 
curvature side. This could be due to either a spasm or gastritis. 
Under antispasmodic therapy the irregularity still persisted, so 
that a gastritis of a hypertrophic type was the probable diag- 
nosis. The duodenal bulb was normal in all the films. 

Rauwolfia preparations act centrally, probably in the hypo- 
thalamus. They do not have autonomic blockade effects. The 
activity of the rauwolfia preparations is postulated to be due 


to a decreased central sympathetic activity. In this way, they 
may allow the unopposed activity of the parasympathetic nerv- 
ous system. As a matter of fact, in a recent issue of the Annals 
of the New York Academy of Science (89:8, 1954), Plummer 
and others show a marked increase of gastric secretion in a 
dog following injection of reserpine (the active alkaloid of rau- 
wolfia preparations). When reserpine was given with an anti- 
cholinergic agent the gastric acidity fell considerably, and when 
a larger amount of anticholinergic agent was given along with 
the reserpine the acidity fell almost to zero. Thus, it can be 
seen that another drug widely used in hypertension should be 
used cautiously in patients who have a history of peptic ulcer 
Or previous gastrointestinal bleeding. This patient is especially 
mentioned because in the case reported by Mandeibaum, Brook, 
and Mandelbaum the patient also was later given rauwolfia. It 
would seem to be important to combine rauwolfia with an anti- 
cholinergic drug in order to prevent a recurrence of the gastro- 
intestinal hemorrhage. 
Petner, M.D. 
1352 Carroll St., Brooklyn 13, N. Y. 


EXTRAMAMMARY PAGET'S DISEASE 


To the Editor:—The paper by Greeley and Curtin, “Extramam- 
mary Paget's Disease” A. M. A. 188:1054 |July 1954), 
serves the meritorious purpose of calling an often unsuspected 
entity to the attention of the profession at large. However, the 
authors’ peremptory statement that theirs is the 28th proved 
case of this disease and their pathogenetic conclusions should 
not go unchallenged, because the wide distribution and the 
authority of TH) Journat lend weight to any s'atement printed 
in its pages. A probably far from complete survey of the litera- 
ture since 1937 reveals 22 published cases of extramammary 
Paget's disease, or 10 more than those listed by Greeley and 
Curtin. This would make their case the 38th published case if 
one follows Weiner’s evaluation of older reports. Cases of 
extramammary Paget's disease not listed by Greeley and Curtin 
(in addition to the case of Pinkus and Gould) are reported in 
the following journals: Bull. Soc. frang. dermat. et syph. $8:120- 
121, 1948; Dermatologica 101;153-157, 1950; Cancer 2:144-152, 
1949: South. M. J, 48§:28-30, 1952; Cancer $:1161-1169, 1952; 
and Dermatologica 106:305, 1953. 

In 1939, in one of the articles that escaped the authors’ atten- 
tion, Gould and | analyzed 70 case reports of extramammary 
Paget's disease (Pinkus, H., and Gould, S. E.: Arch. Dermat. 
& Syph. 39:479-S02 |March| 1939), including the 57 cases listed 
by Weiner, 12 additional ones from the literature, and | of 
our own. We accepted only 12 cases as “reasonably assured” 
instances of Paget's dermatosis and listed 16 other “possible” 
instances. It was concluded that Weiner’s concept of apocrine 
gland origin appeared acceptable for most cases but that other 
epidermotropic cancers, in our Case a mucin-secreting carcinoma 
of the rectum, also can produce all the clinical and histological 
features of Paget's dermatosis. It was pointed out that the 
“Paget phenomenon” (prolonged symbiosis of the epidermis 
with cancer cells of extraepidermal origin) is the pathognomonic 
feature of true extramammary Paget's disease, while other cases 
reported under this heading could be classified as various types 
of basal cell or epidermoid carcinoma, including Bow en's derma- 
tosis. It is likely that the exact number of proved cases of extra- 
mammary Paget's disease never will be known, particularly 
since such cases are diagnosed as a routine matter by derma- 


tologists and pathologists every year. 


HERMANN Pinkxus, M.D. 
12 E. 4th St., Monroe, Mich. 
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MEDICOLEGAL ABSTRACTS 
Hospitals in General: Mental Suffering as Flement of Damaces. 


—This was an action for damages alleged to have been caused 
by the negligence of the defendant hospital. From a judgment 
for the defendant, the plaintiff appealed to the district court of 
appeal, second district, division 2, California. 

The plaintiff wife entered the defendant hospital under con- 
tract to receive obstetric care and services at the birth of her 
baby. On the third day thereafter the defendants delivered to 
the plaintiff an infant purporting to be her own. The plaintiff 
and her husband took the child to their home and cared for it 
until their discovery that it was the offspring of others. On 
making known their grievance to the defendants, the latter 
delivered to the plaintiffs another child that, they asserted, was 
the progeny of the plaintiffs. This action was instituted to recover 
damages allegedly resulting from the defendants’ negligence in 
causing “profound shock to their nervous systems; that they 
sustained great physical and mental suffering and were made 
sick, sore and lame.” 

The plaintiffs appeal was based primarily on the instruction 
that the court gave to the jury. That instruction read: “You are 
instructed that mental suffering alone will not support an action 
for damages of this kind. Therefore, if you find that the only 
injury suffered by the plaintiff was mental suffering, then your 
verdict must be for the defendants and against the plaintiffs. 
Unless you find that plaintiffs suffered actual physical injury as 
the proximate result of defendants’ negligence, they cannot re- 
cover in this case because fright or mental suffering alone will 
not sustain a recovery for plaintiffs.” In addition to this in- 
struction the jury were told that “definite nervous disturbances 
or disorders caused by mental shock and excitement are classified 
as physical injuries and will support an action for damages for 
negligence where they are the proximate result of negligence 
on the part of the defendants.” It is presumed, said the court, 
that if the jury had found such “disturbances or disorders” to 
have resulted to the plaintiffs or either of them from nervous 
shock they would have returned a verdict for the plaintiffs. Since 
the jury did not do so, the plaintiffs now seek to subvert the 
ancient rule that mental suffering alone will not support an 
action for damages based on negligence. It cannot be over- 
emphasized, the court continued, that the human body can 
through negligence of others suffer injury in only two ways: 
(1) by physical impact and (2) by shock, through the senses, to 
the nervous system. A person can suffer both at the same time 
or he can experience one alone. Had the delivery of the wrong 
baby produced such an impact on the nervous system of either 
plaintiff as to cause physical injuries, the jury were, under their 
instructions, authorized to award damages for such injuries and 
to supplement them with damages for mental suffering, anxiety, 
and loss of sleep. The only evidence of injury was the testimony 
of the plaintiff wife that she had severe back and stomach pain 
and ached all over. Evidently, said the court, the jury did not 
credit such complaints to nervous shock. Because there were 
no physical injuries, recovery for mental suffering was not 
authorized. 

Whether the plaintiffs suffered emotional shock with con- 
sequent loss of sleep and, if so, whether it resulted in physical 
injuries are questions of fact and as such were determined 
against the plaintifis under appropriate instructions. The jury 
either found no negligence or found no nervous shock or found 
contributory negligence on the part of the plaintiffs. The finding 
of any one of these, the court concluded, was authorized by 
the evidence and the law. Accordingly the judgment in favor of 
the defendant hospital was affirmed. Espinosa et al. v. Beverly 
Hospital et al., 249 P. (2d) 843 (Calif., 1952). 
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MEDICAL FILM REVIEWS 


Repair of Inguinal Hernia (Sureical Residency Series) 16 mm. color, 
sound, showing time 4] minutes. Prepared by Francis D. Moore, M_D., 
Peter Bent Brigham Hospital, Boston. Sponsored by Winthrop-Stearns, 
Inc., New York. Produced in 195! by and procurable on free loan from 
Sturgis-Grant Productions, Inc., 322 E. 44th St... New York 17. 


The purpose of this film, as it states, is to teach residents the 
surgery of inguinal hernia. In this respect it falls short. This 
production presents a technique used by a given group in the 
management of inguinal hernias. This should be emphasized at 
the outset, because there is a distinction between presenting a 
subject and presenting a specific technique. Many of the steps 
depicted in the film are controversial. For example, many sur- 
geons who are interested in the physiology of the internal oblique 
muscle would condemn hooking the ligated sac under this 
muscle. It is believed that this mancuver interferes with the 
important sphincter-like mechanism of the structure. For the 
same reason it seems inadvisable to suture the internal oblique 
muscle to or toward the ligamentum inguinale (Poupart's liga- 
ment). In depicting this latter step in the film the surgeon con- 
tinually refers to “the conjoined tendon.” Since this film is for 
use in teaching, there should have been some mention of the 
fact that some anatomists feel no such structure as the conjoined 
tendon exists; in reality it is a thickening of the transversalis 
fascia. The importance of the transversalis fascia is not ex- 
pounded in the film nor is the all-important differentiation 
between the physiopathology of direct and indirect inguinal 
hernias brought out. 

Errors that should have been corrected in editing this film 
are as follows: 1. In the first case presented the “femoral triangle” 
was pointed to as being above the ligamentum inguinale. 2. An 
indirect inguinal hernia sac is not “lateral” to the spermatic cord 
but medial to it. 3. The same structure was continually designated 
by three terms, namely, “the external oblique fascia,” “the ex- 
ternal oblique muscle,” or “the external oblique.” In no instance 
was the correct term, “external oblique aponcurosis,” used. 4. In 
case 2, after the medial flap of the external oblique aponeurosis 
was reflected, “the internal oblique mus-le” Was erroneously 
called “the anterior rectus sheath.” 5. The statement that indirect 
inguinal hernia in females is “rare” is surely a mistake. 6. When- 
ever the normal anatomic obliquity is altered weakness must 
result. The repair shown in the film completely destroys the all- 
important obliquity of the inguinal canal by making a “new 
external ring.” The commentator mentioned that by so doing 
the canal is strengthened. This is debatable. 

These criticisms are not in consideration of the film per se 
but from the standpoint of this as a “teaching film for residents.” 
The meticulous technique, the gentle handling of tissue, and the 
photography must be commended. The film can be recom- 
mended as a presentation of a technique in the management of 
inguinal hernias; however, it cannot be recommended as a teach- 
ing film. 


Surgery of Abdominal Cryptorchidism (Torek 16 mm. 
color, silent, showing time 33 minutes. Prepared in 1953 by Harry A. 
Zide, M_D., and Lester A. Riskind, Beverly Hills, Calif., and Adolph 
A. Kutzman, VD... Los Angeles. Procurable on loan from Harry A. Zide. 
M._D., 405 N. Bedford Dr., Beverly Hills, Calif 


The purpose of this film is to show the anatomy of abdominal 
cryptorchism, a method of surgical correction, and the end- 
result. The surgery is performed on a 10-year-old boy who had 
previously undergone right orchiopexy (Torek operation) for 
bilateral abdominal cryptorchism that had not improved with 
hormone therapy. The film shows abdominal exploration and 
finding of left pelvic testis, mobilization, and extraperitonecaliza- 
tion. The testis ts placed in the scrotum with thigh fixation, and 
the right testis is freed from the thigh and is shown lying in 
normal position in the scrotum. The author expresses his belief 
that this procedure will preserve fertility and prevent subsequent 
malignant disease of the testes; however, these are controversial 
points. The photography is well done. This film is suitable for 
urologists and surgeons interested in the author's method of 
performing this operation. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Bacterial Endocarditis: The Process of Healing. Mi. G. Me- 
Geown. Ulster M. J. 23:39-46 (May) 1954 [Belfast, Ireland]. 


Although bacterial endocarditis has been recognized as a 
separate disease entity since Ormerod in 1851 described its 
vegetations and showed how they differed from rheumatic ver- 
rucae, several problems remain unsolved. Following the advent 
of the sulfonamide drugs and the antibiotics, the problems in 
connection with healing have become increasingly important. 
To study the cellular process of healing, the postmortem records 
of the Institute of Pathology of Belfast, from January, 1938, to 
January, 1950, were reviewed. The series included both treated 
and untreated cases. Material from 80 cases was available for 
histological study. It was found that the healing of bacterial 
vegetations occurs in the following stages: invasion of the base 
by fibroblasts and young capillaries, endothelialization of the 
surface, formation of a fibrous tissue capsule, death of bacteria, 
and calcification of the necrotic center of the vegetation. It is 
suggested that the accepted classification of bacterial endo- 
carditis into acute and subacute types does not serve any useful 
purpose, and it is proposed that the disease should be called 
bacterial endocarditis, qualifying this when possible with the 
word healing or healed and the name of the causal organism. 
In a comparison of treated and untreated patients, it appeared 
that, while the healing may be facilitated by treatment, the 
essential nature of the process of healing is not altered. There 
is no apparent relationship between the presumed age of the 
vegetation and its histological appearance. Less advanced heal- 
ing, in general, occurred in vegetations due to pyogenic organ- 
isms, while healing had progressed further in those due to the 
Streptococcus viridans. The tissue response of the patient seems 
to have an important bearing on the degree of healing. This 
might be influenced by the state of nutrition of the patient and 
by bacterial toxins produced by the bacteria causing the disease. 
It is essential to diagnose and treat bacterial endocarditis while 
the vegetations are still small if a good functional result is to 
be obtained. Treatment should be prolonged, since, apparently, 
viable bacteria can persist for long periods in the middle of 
healing vegetations. 


Canadian Field Trials on the Oral Use of Diphtheria Toxoid. 
L. Greenberg, F. R. Chown, R. E. Willits and others. Canad. 
J. Pub. Health 48§:103-111 (March) 1954 |Toronto, Canada). 


The studies described are concerned essentially with the 
“booster” effect of orally administered diphtheria toxoid, since 
previous studies had shown that oral immunization has little or 
no value in the primary immunization against diphtheria. Two 
vehicles were used for the administration of the oral toxoid, 
caramel candy or chewing gum. Volunteers, all over 20 years 
of age, were obtained from the laboratory staffs of the Ottawa 
Civic Hospital, the Food and Drug Laboratories, Ottawa, 
Ontario, and the Laboratory of Hygiene. These persons were 
organized into three groups. Blood samples were taken from 
each person before immunization, five weeks and three months 
after immunization, and then at three month intervals until the 
study was completed. Group | was given toxoid caramels with 
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S00 Lf (limit of flocculation) diphtheria toxoid at the rate of 
three a day for six days. Group 2 was given toxoid caramels 
with 125 Lf diphtheria toxoid three a day for five days. Both 
groups were asked to suck the caramels slowly, since it was 
suggested that “the stimuli responsible for increases of titer take 
place only between the lips and the lower end of the esophagus.” 
The members of group 3 received toxoid chewing gum, contain- 
ing 1,000 Lf diphtheria toxoid and S00 Lf tetanus toxoid, at the 
rate of three sticks a day for five days. The latter group was 
asked to chew each stick for at least 30 minutes. Trials on 651 
persons demonstrated that orally administered diphtheria toxoid 
is not as effective as parenterally administered diphtheria toxoid 
as a secondary or booster dose in the immunization of humans 
against diphtheria. Approximately one year after immunization, 
only 60° of 562 persons receiving toxoid orally had increased 
levels of circulating diphtheria antitoxin as compared with 89°% 
of 89 controls receiving toxoid parenterally. Older age groups 
benefited from oral immunization to a significantly greater de- 
gree than younger age groups. There were no reports of con- 
stitutional or intestinal disturbances in any of the subjects who 
received oral immunization. If the oral route is to have a place 
in immunization programs, it will most probably be for adult 
groups in which a high proportion have been previously im- 
munized. 


Detection and Prevention of Tuberculous Primary Infection by 
Routine Application of the Tuberculin Patch and BCG Vac- 
cination to the Children of a Large French Town: The Montreuil 
Experiment, 1948-1952. Acta tuberc. belg. 45:305-319 (une) 
1954 (In French) |Brussels, Belgium. 


The antituberculous campaign carried on at Montreuil 
(population 70,000) since October, 1948, has been so successful 
that within another two or three years Montreuil will undoubt- 
edly be the first French town to report the complete disappear- 
ance of primary tuberculous infection. The tuberculin patch 
test, which constitutes the simplest, fastest, and least disturbing 
method of mass screening, is used to detect the presence or 
absence of tuberculous infection in children up to the age of 10. 
Older children are tested by their intradermal reaction to 
Pasteur Institute tuberculin (3 units). Vaccination with one 
ampul containing 75 mg. of BCG (bacille Calmette Guerin) in 
solution, furnished by the Pasteur Institute, is performed by 
cutaneous scarification, on the ankle or the outside of the arm 
in young children and on the anterior surface of the thigh in 
those who are older. The site of vaccination is kept covered for 
five days with a small protective dressing. BCG is completely 
harmless, but experience has shown that certain precautions are 
necessary when a child is to be given other vaccinations as 
well. These precautions are summarized in four rules, as follows: 
1. Never perform an “ordinary” vaccination in a person close 
to his first tuberculization, even when it is common (with simple 
conversion of the cutireaction) or “orthoergic.” 2. Never per- 
form an ordinary vaccination in a person whose skin tests are 
hyperergic, whatever the “age” of the primary infection, whether 
normal or pathological. 3. If BCG vaccination is to be given 
after an ordinary vaccination, the two vaccinations should be 
separated by at least three months. 4. If an ordinary vaccination 
is to be given after BCG vaccination, the intervening period 
should be at least six months. The efficacy of routine BCG vac- 
cination in preventing primary infection is shown by the fact 
that the primary infection morbidity rate in persons aged from 
under | to 19 years at Montreuil fell from $.55% to 3.75%, 
while in a comparable nearby town, where vaccination was not 
practiced routinely, the rate rose from 4.91% to 15.41%. This 
extraordinary rise in morbidity in the control town, which was 
not due to statistical chance but was substantiated by other trial 
observations made in the same area, may be explained in part 
by the fact that, while tuberculous mortality in Europe has been 
declining, tuberculous morbidity resulting from reinfection, and 
therefore the sources of contagion, has remained constant. 
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About 1,000 vaccinations a year are performed at Montreuil, 
especially among school children, who are vaccinated in the 
classrooms, and the rare primary infections now seen occur in 
children under 4 years of age. A second experiment that has 
been under way at Montreuil since September, 1952, is an 
attempt to prevent tuberculous reinfection or relapse by prophy- 
lactic treatment consisting of the monthly oral administration 
of 50 mg. of desiccated BCG from the Pasteur Institute (6 doses 
in all, or a total of 300 mg.) as advocated by the Brazilians, 
De Assis, Rosemberg, and Silveira. More than 130 persons have 
so far participated in this program without inconvenience or 
reactivation of disease, but the value of the treatment as a 
means of preventing reinfection or relapse will not be known 
for some time. 


Staphylococcal Pueumonia. A. P. Grant and J. M. Barber. 
Ulster M. J. 23:27-33 (May) 1954 (Belfast, Ireland). 


This report is concerned with 15 pneumonia patients in whose 
sputums a coagulase-positive Micrococcus (Staphylococcus) pyo- 
genes var. aureus was isolated in pure, or almost pure, culture. 
Only four of these occurred during an outbreak of influenza. 
The remaining 11 had no connection with influenza. The 15 
cases of micrococcic pneumonia constituted about 3% of all 
patients hospitalized with pneumonia. The illness was severe in 
all four patients with epidemic influenza. One of these died, 
while the remainder had residual pulmonary fibrosis. Of the 11 
patients in whom the disease was of moderate severity all but 
one were males, and their ages ranged from 13 to 65 years. The 
iliness usually commenced with pleural pain, rigors, and cough, 
and four had increasing dyspnea. The sputum was yellow and 
thick, often tinged with blood. Most of these cases were clinically 
indistinguishable from pneumococcic lobar pneumonia and the 
patients were hospitalized after failure to respond to treatment 
for several days at home or within a short time of onset because 
their condition was toxic. Four patients had effusions, all of 
which cleared up following antibiotic therapy. Two of the 
patients had temporary cavities. Bronchial obstruction by thick 
tenacious sputum is a serious complication. Indirect bronchial 
suction is indicated. It gave dramatic relief to three patients 
who appeared moribund. Heart failure with auricular fibrillation 
occurred in a patient with mitral stenosis, and a micrococcic 
abscess of the thigh developed in another patient. Ten of the 
11 moderately severe cases responded favorably to treatment, 
minimal fibrosis and pleural thickening being the only residue 
in three of them. The remaining patient then had three more 
attacks of pneumonia within five months and had a severe degree 
of fibrosis. Penicillin was the initial therapy for all except one 
of the patients, and it was adequate for six but had to be replaced 
for four patients. Streptomycin produced recovery in three and 
aureomycin in one. Micrococcic pneumonia remains a serious 
illness, although the mortality has been greatly reduced by anti- 
biotics. 


Systemic Blastomycosis: Cause of an Obscure Infection in a 
Nonendemic Area. F. J. Marx and A. A. Berenbaum. New 
England J. Med. 251:56-60 (July 8) 1954 [Boston}. 


The occurrence of systemic blastomycosis is reported in an 
18-year-old Negro, a native of North Carolina who had moved 
to Philadelphia three months before the onset of his illness. 
Most cases of North American blastomycosis are concentrated 
in the southeastern United States and in the Mississippi River 
valley. In the diagnosis of any of the mycotic diseases one should 
ascertain the residence of the patient for the previous five years, 
especially for the two or three months before the onset of 
symptoms. The onset of the disease in the authors’ patient was 
insidious and began as a subacute respiratory infection. A 
pneumonic process developed and failed to respond to several 
different courses of antibiotics. The initial clinical picture re- 
sembled common bacterial, viral, or rickettsial infection of the 
lungs. After the condition persisted, tuberculosis, neoplasm, and 
collagen disease were suspected. The patient presented a diag- 
nostic and therapeutic problem with respiratory infection; dry, 
hacking cough; chest pain; and, later, purulent blood-streaked 
sputum; high temperature, great loss of weight and strength; 
and night sweats. After the onset of an acute septic arthritis in 
the left knee, a joint paracentesis was performed and ted 


MEDICAL LITERATURE ABSTRACTS 739 


in 9S cc. of creamy yellow fluid, smears and cultures of which 
were positive for Blastomyces dermatitidis. The blastomycin 
skin test was negative after 48 hours. Complement fixation was 
negative for histoplasma and coccidioides and positive for 
blastomyces in a dilution of 1:16. A 15 day course of stilbamidine 
was instituted nine weeks after the onset of the symptoms. The 
initial dose was 50 mg. in 200 cc. of 5% dextrose in isotonic 
sodium chloride infusion given intravenously. Subsequently 
daily increments to 75 mg., 100 mg., and then 150 mg., in the 
same vehicle were administered for the remainder of the course. 
The patient improved only temporarily, his condition became 
worse despite additional treatment with oxytetracycline (Terra- 
mycin) and cortisone, and he died. Blastomyces organism was 
demonstrated at necropsy in sections from the heart, lungs, 
spleen, and left knee joint. The lung lesions, which were round 
and white, resembled miliary tubercles in all respects. The 
duration of the disease in this patient was three months from 
the onset of symptoms to the time of death and thus was shorter 
than the average duration. Five cases of systemic Dlastomycosis 
collected from the literature were treated successfully with 
stilbamidine. Review of these therapeutic successes revealed that 
the clinical course in all the patients was more chronic and less 
fulminant than that in the authors’ patient. 


The Local Injection of Hydrocortisone in the Treatment of the 
Painful Joint. T. FE. Weiss, T. Duncan and B. de la Cruz. J. M. 
A. Georgia 43:629-631 (uly) 1954 |Atlanta, 


One hundred five patients with various types of arthritis were 
treated by intra-articular injections of hydrocortisone. The results 
were very good in $7 with osteoarthritis, but not very good in 
12 with rheumatoid arthritis. Two of four patients with acute 
gout obtained good results from the injection. In general, this 
type of treatment is considered by the authors to be a useful 
adjunct in the treatment of joints involved with osteoarthritis, 
rheumatoid arthritis, traumatic arthritis, gouty arthritis, tendi- 
nitis, Or bursitis. Pain and inflammatory symptoms are relieved 
for varying periods of time. The method treats only the localized 
manifestations of the pathological process and should always be 
used in conjunction with a well-planned program of treatment. 
No adverse side-effects were noted. The injection can be used 
successfully when administered repeatedly over periods of weeks 
or months; injections every few days are contraindicated. If 
benefit is not noted after the initial injection, it is advisable to 
repeat the injection at least once before discarding this form of 
therapy. 


Treatment of Chronic Arthritis with a Combination of Cobra 
Venom, Formic Acid, and Silicic Acid. K. D. Bryson. Am. 
Surgeon 20:751-755 (duly) 1954 |Atianta, Ga}. 


Bryson used a preparation of cobra venom silicic acid solu- 
tion with formic acid as a buffer to treat chronic arthritis. This 
product has been tested in the arthritis clinics of the Charity 
Hospital in Cleveland and in the Maryland General Hospital 
in Baltimore. The solution, containing cobra venom, formic 
acid, and silicic acid, is a clear, water-white liquid, stable for 
at least a year under ordinary refrigeration. It is injected with 
a 25 or 26 gauge needle subcutaneously, close under the skin, 
usually in the deltoid region or in the anterior part of the thighs 
3 or 4 in. above the knees. The injection should produce a per- 
ceptible elevation. This insures infiltration of the deep layers 
of the skin, which seems essential for the maximum effect. Treat- 
ments are given at weekly intervals. The usual sequence of 
dosage is 1 cc., 1.5 ce., 2.5 cc., and 3 cc. The injection is divided 
into two equal parts for simultaneous injection into different 
sites. If given slowly the stinging effect is negligible. For patients 
who are hypersensitive to pain, 0.5 cc. of procaine 2% may be 
added to each dose in the syringe. The interval between treat- 
ments at the start is one week, increased to two weeks when 
control of symptoms is established. Usually after § to 10 treat- 
ments, two weeks apart, the interval can be lengthened to three 
or four weeks, and gradually by increments of two weeks to 
once every three months, at which interval most patients elect 
to stay for fear of a relapse. Many have been able to stop treat- 
ment entirely without recurrence for periods up to five years. 
Four hundred sixty-six unselected patients were treated in this 
manner. About 150 other patients started this treatment during 
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this time but did not continue it. In the evaluation, only osteo- 
arthritis, rheumatoid arthritis, and mixed types are differentiated, 
and variants assigned to the closest general type: hence Marie- 
Striimpell arthritis and Post-Still’s disease are included with the 
rheumatoid group. Satisfactory results were obtained in 426, 
or in 91.4%, of the 466 cases. Two hundred seventy-seven of 
the patients were asked about their own evaluation of the treat- 
ment; 82° considered their progress satisfactory during treat- 
ment, and 93° of those in whom treatment had terminated from 
six months to five years before questioning stated that their pres- 
ent status was satisfactory. The author feels that this treatment 
has advanages over others in current use. lt is applicable to all 
types of arthritis in ambulant patients, and there are no unfavor- 
able side-effects. There is no interference with the course or the 
treatment of concomitant diseases. The improvement is sus- 
tained, and relapses are infrequent. Emergency surgery ts not 
interfered with. The medication need be given only once a week 
and is relatively inexpensive. 


Evaluation of the Bryson Treatment of Arthritis. W. R. Lump- 
kin and W. M. Firor. Am. Surgeon 20:756-759 (July) 1954 
|Atlanta, Ga.|. 


After examining a group of unselected patients who had been 
treated by Bryson for chronic arthritis with a mixture of cobra 
venom, silicic and formic acids, a clinic was set up in the out- 
patient department of the Maryland General Hospital to verify 
the efficacy of this method. At first only patients referred by 
their family physician were accepted for study, however, as 
patients benefited from the treatment, some became so enthusi- 
astic that they referred others. In an attempt to be objective, 
the components of Bryson’s mixture were separately prepared 
in sterile ampuls and designated by letters, so that the person 
giving the injections did not know what particular substance 
was being given. Solution A contained formic acid; solution B 
was made up of cobra venom, formic and silicic acids; solution 
C was a mixture of formic and silicic acids. At the time of this 
report the study had been in progress for 1S months, during 
which period 88 patients had been treated. The severity of the 
disease varied but was grave enough to cause the patient to seek 
relief and to continue therapy. The arthritis was classified as 
rheumatoid or hypertrophic, the latter predominating. Formic 
acid (solution A) proved practically ineffective, but solution C 
(formic and silicic acid) effected improvement in 8 of the 10 
patients in whom it was tried, but when improvement failed 
to continue treatment was continued with solution B (formic 
plus silicic acids and cobra venom). Solution B was used in a 
total of 66 patients, but 4 of these discontinued treatment 
after three treatments or less, and in a fifth patient the symp- 
toms were not due to arthritis but to a back injury. Of the re- 
maining 61 patients, $2 responded, and 9 did not. “Response” 
implies subsidence or cessation of the cardinal manifestations 
of arthritis and includes relief of pain, subsidence of swelling, 
lessening of stiffness, increased mobility, and improvement in 
the patient’s sense of well-being. The authors conclude that 
their results parallel those reported by Bryson. Although the 
treatment does not “cure” arthritis, it gives substantial relief 
of symptoms to more than 80° of the patients. 


Weil's Disease in Georgia: Report of Nine Human Cases. A. 
Packchanian. J. M. A. Georgia 43:632-634 Ululy) 1954 | Atlanta, 
Ga.}. 

Nine cases of Weil's disease (spirochetal jaundice) were diag- 
nosed in Georgia by agglutination tests. Five patients showed 
definite rise of agglutinin titer during their illness. All patients 
recovered with no apparent after-effects. Clinically, all patients 
had malaise, initial chill, fever, headache, muscular pain, nausea, 
vomiting, and jaundice. Two showed a hemorrhagic tendency 
with the presence of petechiae, subconjunctival hemorrhages, 
retinal hemorrhages, and hematemesis. Laboratory reports of 
the patients revealed an increase in total leukocytes, increase in 
serum bilirubin, decreased liver function, and, in one, a rise 
in the blood nonprotein nitrogen. Spirochetal jaundice occurs 
sporadically and may be considered an occupational disease. Of 
the patients in this series, one was a garbage collector, one a 
dairy worker, one a groceryman and caretaker, one a poultry 
market worker, and two were mechanics. All of these occura- 
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tions are conducive to skin abrasions and possible contact with 
infected rats and dogs. The absolute diagnosis of spirochetal 
jaundice can be established only by specific laboratory methods. 
These are direct microscopic demonstration of Leptospira in the 
blood or urine, guinea pig or deer mouse inoculation with blood 
or urine or both, culture of Leptospira from the blood or urine 
specimens of the patient, serologic reactions, and demonstration. 
of the Leptospira microscopically in stain sections of the viscera 
of patients who died. The author believes that the disease is 
commoner than supposed. 


The Diffuse Vascular Lesion of So-Called Throm- 
becytopenic Purpura.” H. W. March. Circulation 10:43-55 
(July) 1954 |New York}. 


March emphasizes in a review of the clinical, laboratory, and 
therapeutic aspects of “thrombotic thrombocytopenic purpura,” 
that the true character and morbid anatomy of the disease went 
long unappreciated, because it was confused by clinicians with 
idiopathic thrombocytopenic purpura, and because patholog sts 
interpreted the verrucal masses in dilated arterioles and capil- 
laries as bland platelet thrombi. More recent observations suggest 
that primary damage to the terminal portions of the vascular 
system in many organs is the essential pathological process in the 
disease for which the term “thrombecytopenic verrucal angio- 
necrosis” was considered to be a more appropriate name. The 
histogenesis of verrucal angionecrosis is well-demonstrated in the 
case of a 29-year-old man who was admitted to the hospital with 
a characteristic history of headache, bleeding gums, and sore 
throat for three days, and hematuria of 24 to 48 hours’ duration. 
The patient ran a febrile course, rapidly deteriorated and died in 
coma on the fourteenth hospital day. At necropsy there were 
subconjunctival ecchymoses and purpura of the extremities. 
Hepatosplenomegaly was present. Petechiae and purpuric spots 
were Observed throughout the viscera, especially the heart and 
the kidney. Representative sections from these two organs were 
employed to illustrate the development of the vascular lesions 
from the early stage of intramural vascular necrosis to the fully 
developed and propagated “bland thrombus,” consisting almost 
exclusively of degenerated, swollen collagen, with only a neg- 
ligible contribution of plasma, fibrin, and formed elements from 
the blood. Although no abnormal globulin “factor” was isolated 
in this disease, certain clinical and hematological characteristics 
suggest that it is related to diseases like acquired hemolytic 
anemia, thrombocytopenic purpura, and disseminated lupus 
erythematosus, in which abnormal immunologic mechanisms are 
demonstrated. Verrucal angionecrosis is uniformly fatal. Results 
of splenectomy were discouraging, and corticotropin (ACTH) 
and cortisone had no truly beneficial effects. 


The Clinical Value of Needle y of the Liver. S. Brand- 
staedter. Harefuah 46:1-3 Glan. 1) 1954 (In Hebrew; English 
Summary) Jerusalem, Israel). 


Two hundred liver biopsies were performed with the Vim- 
Silverman needle and the following conclusions drawn from the 
series: |. Needle biopsy of the liver is not a universally applic- 
able diagnostic procedure, nor is it without danger. Its principal 
application is in cases in which the clinical picture is inconsistent 
with the laboratory findings. 2. Contraindications to needle 
biopsy include biliary obstruction and cholangitis. 3. In cases 
of infectious hepatitis there is greater conformity between biopsy 
and laboratory data than between the clinical picture and histo- 
logical findings. 4. In cases of cirrhosis, striking inconsistencies 
occur between the clinical picture, the biopsy, and the results 
of laboratory studies. S. Needle biopsy is not helpful in the 
diagnosis of amebic hepatitis, brucellosis, or leptospirosis. Cases 
in the series worthy of special mention are: (1) confirmation of 
a case of kala-azar by the liver biopsy; (2) the finding of malarial 
pigment in two cases of prolonged fever in which repeated thick 
drop preparations were negative for parasites; (3) the finding of 
specific granulomas in four out of nine cases of tuberculosis 
of various other organs; (4) the finding, in one of the four cases 
of tuberculosis mentioned above, of amyloidosis in the liver (the 
patient had tuberculosis of the spine with hepatosplenomegaly); 
(5) the finding, in a case of erythremic myelosis, of erythrocyte 
and lymphocyte production in the liver; and (6) in a case of 
jaundice and hepatosplencmegaly of long duration with normal! 
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liver function tests, the finding of an essentially normal liver 
architecture with a substance in the liver cells yielding the stain- 
ing reaction of hemofuscin. 


Pathogenesis of Pernicious Anemia. A. Wilton. Nord. med. 
$1:773-777 (dune 3) 1954 (In Swedish) (Stockholm, Sweden). 


Disturbances in the development of erythrocyte tissue due to 
lack of the anti-pernicious-anemia factor are characterized by 
increased mitotic activity, mitotic shifting to the left, and ab- 
normally slow cell maturation. The life period of the red blood 
corpuscles is shortened. The increased new cell formation causes 
disturbance of the red bone marrow cells, increased hemo- 
globin production, and increased migration of red bone marrow 
cells to the blood. The increased migration is not sufficient to 
compensate for the shortened lifetime of the blood cells. The 
blood cell count and, thus, the hemoglobin content of the blood 
decrease as the deficiency and disturbance in development in- 
crease. In pernicious anemia both hemoglobin production and 
hemoglobin destruction are greater than under physiological 
conditions. If the anti-pernicious-anemia factor is administered, 
new cell formation is reduced, there is mitotic shift to the right, 
and cell maturation is accelerated. In pernicious anemia in re- 
mission a change in tissue development occurs like that in onto- 
genetic development of erythrocytes. The mitotic shifting to the 
right leads to decrease in the size of the blood cells and, thus, 
decrease in the color index. So-called crises arise, first among the 
least mature red bone marrow cells, then in turn, according to 
the degree of maturity, in the other cell groups. The reticulo- 
cyte crisis comes last. On lack of the anti-pernicious-anemia 
factor the mitotic disturbance occurs first among the most ma- 
ture, dividing red bone marrow cells, and, on administration of 
the factor, disappears last among the most mature cells, mdicat- 
ing that the need of the anti-pernicious-anemia factor ts greater 
in cells in the mature group than in less mature cells. 


Lung from the Endoscopist’s Standpoint. B. Gregg. 
South Dakota J. Med. & Pharm. 7:203-209 (July) 1954 [Sioux 
Falls. S. 


Gregg presents observations on the diagnosis of pulmonary 
neoplasms at the U. S. Veterans Hospital in lowa City from 
April, 1953, to March, 1954, inclusive. During this period 190 
bronchoscopic examinations were performed on 168 patients. 
Forty-two of these bronchoscopies were done on patients who 
had lung neoplasms. Nine of these were repeat bronchoscopies. 
Thirty-cight new lung neoplasms were diagnosed. Of these, one 
was diagnosed primarily at autopsy; in one the diagnosis was 
made at thoracotomy with roentgenographic evidence of a 
peripheral lung tumor; in four the diagnosis was not suspected 
or the patient was moribund and diagnostic procedures were not 
done; and in 32 patients bronchoscopic examination was per- 
formed. In the majority of cases some roentgenographic evidence 
of pulmonary abnormality was found before bronchoscopic ex- 
amination was performed. The most common roentgenographic 
findings were: atelectasis, “pneumonitis,” mediastinal enlarge- 
ment, isolated peripheral lung parenchymal lesion, tracheal 
shift, and pleural effusion. The author stresses the importance 
of teamwork between internist, roentgenologist, and bron- 
choscopist in the diagnosis of pulmonary neoplasms. In his 
experience, bronchoscopy combined with pinpoint endobronchial 
cytological aspiration biopsy has proved an accurate, easy 
method for early diagnosis of lung cancer. Four representative 
cases are briefly described. The author stresses among other 
factors that any chest lesion not resolving in about three weeks 
in a person over 35 years of age, especially a man, should be 
investigated thoroughly. Too frequently the diagnosis of lung 
cancer is delayed from two to six months, while the patient has 
been treated for “pneumonitis, atypical pneumonia, virus pneu- 
monia,” and similar things. Symptoms and physica! and roent- 
genologic changes are often minimal in early pulmonary 
neoplasms. Refinements in roentgenoscopy and cytological tech- 
niques favor earlier diagnosis, but unfortunately in too many 
cases these procedures are not carried out until the patient is 
beyond cure. The only possibility of cure for pulmonary neo- 
plasms is by prompt, carly diagnosis and adequate surgical 
excision of the tumor along with the neighboring lymphatic 
system. 
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cially Hodgkin's Disease. A. Videback and S. Kaae. Ugeskr. 
lager 116:943-947 (June 24) 1954 (In Danish) (Copenhagen, 
Denmark}. 


Twenty-five patients with malignant lymphogranulomatosis 
and seven patients with other malignant diseases were treated 
orally with Haddow’'s cytotoxic substance R.. (5-naphthyl-di- 
chlorethylamine). The daily dose varied between 200 and 800 
mg. The therapy can be maintained for a long time. As a rule 
the clinical effect appeared in the course of from one to three 
weeks and in some cases was striking. Especially in Hodgkin's 
disease, the treatment is more effective than is treatment with 
nitrogen mustard, and it is particularly to be considered as a 
supplement to or a substitute for roentgen treatment when the 
latter is not applicable because of the spread of the disease 
(so-called radioresistant cases). Treatment is oral and inexpen- 
sive. Ambulant treatment can be carried out. There are no im- 
mediate side-effects. Larger doses can provoke nausea and long- 
continued treatment can induce leukopenia, thrombocytopenia, 
and anemia. These complications practically always develop 
slowly and disappear when the substance is withdrawn or are 
controlled by chemotherapy and blood transfusions. 


Connective Tissue Manifestations of Neoplastic Disease. J. 1 ans- 
bury. Geriatrics 9:319-324 (duly) 1954 |Minneapolis|. 


Lansbury reviews previous reports that indicate that a relation- 
ship exists between various types of malignant diseases and 
connective tissue diseases. The importance of this relationship, 
both as an aid in the diagnosis of cryptic malignant disease and, 
as a possible clue to the nature of the dyscollagenoses and the 
malignant process, has not been adequately stressed. The con- 
currence of malignant lesions with the dyscollagenoses is not 
coincidental, since the connective tissue reactions may disappear 
after resection or irradiation of the malignant lesion. The 
connective tissue reaction may take the form of secondary hyper- 
trophic osteoarthropathy (Bamberger-Marie syndrome), espe- 
cially in the case of bronchogenic carcinoma or of a variety 
of the dyscollagenoses, most common of which are arthritis 
and dermatomyositis. Secondary hypertrophic osteoarthropathy 
is characterized by new periosteal growth of the long bones, 
increased size of the extremities, clubbing of fingers and toes, 
and redundancy of the skin of the face and skull. The joints 
may be swollen and deformed. It is questionable whether Bam- 
berger and Marie were correct in assuming that in advanced 
cases the process was entirely distinct from acromegaly. The 
mechanism by which malignant lesions and the connective tissue 
disorders are related is unknown. Speculations include infection, 
allergy, hormones, metabolism, and neurological reflexes. It is 
also possible that both the malignant lesion and the connective 
tissue diseases are secondary to some other, unknown, primary 
cause. An unexplained onset of atypical arthritis, of dermato- 
myositis, or other dyscollagenoses in middle age should always 
suggest a previously unrecognized malignant lesion. A meticu- 
lous study, with radiological and endoscopic aids, should be 
made to exclude a malignant lesion. The yield of curable malig- 
nant lesions will probably be small but of inestimable value to 
the individual patient. 


KZ (Concentration Camp) Syndrome: Sequels of Famine Dys- 
trophy After Fight Years. K. Hermann and P. Thygesen. 
Ugeskr. leger 116:825-836 3) 1954 (in Danish) [(Copen- 
hagen, Denmark|. 


The KZ (concentration camp) syndrome is a chronic stage 
of weakness as the result of famine, due to food deficient in 
calories and especially in protein, in German concentration 
camps during the World War Il. The decisive lesion of famine 
dystrophy is the negative nitrogen balafce. The KZ syndrome 
is in general to be regarded as an organic injury that also affects 
the brain. The syndrome is made up of a number of somatic 
symptoms—asthenic and vegetative symptoms predominating— 
and of mental symptoms. No symptom is pathognomonic, but 
there is an almost photographic likeness in the symptoms from 
patient to patient. Fatigue dominates the physical symptoms. 
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Most of the patients never regain their old weight. Two-thirds 
of the 120 earlier KZ prisoners reported on have lost over 35% 
in weight. In about half the cases the persisting weakness is 
expressed in lowered resistance to infection. The appearance of 
about one-fourth of the number is older than the age warrants. 
The deleterious effect of the condition can be measured only 
by the incapacity for work that the syndrome as a whole im- 
poses on persons who before deportation did not show signs of 
defective social adjustment or psychic deviation that might pre- 
sumably predispose to social maladjustment. The extent of the 
incapacity can be lessened by suitable treatment and occupa- 
tional measures, but a limited capacity for work must as a rule 
be expected because of the mainly irreversible character of the 
condition. 


SURGERY 


Malignancy in Carotid Body Tumors with Presentation of a 
Proved Case of Metastases to the Lungs. FF. M. Turnbull. West. 
J. Surg. 62:382-390 1954 [Portland, Ore.|. 


A right radical neck dissection was performed in a 48-year- 
old man for removal of a mass of 10 years’ duration in the 
right upper neck region that had progressively and slowly in- 
creased in size without pain or discomfort, except that for two 
months before surgical intervention the patient noted a dull 
ache around the right mandible at night. He had no syncope 
or weight loss. A needle plug biopsy taken before the operation 
revealed a neurofibroma showing early sarcomatous changes. 
On surgical intervention the vagus nerve was found to run 
through the tumor, and the internal and external carotid arteries 
were completely enveloped by the mass. The internal carotid 
artery was occluded by pressure from the surrounding growth 
where it approached the base of the skull. Both arteries were 
resected with the tumor and the common carotid artery was 
ligated. Pathological examination of the surgical specimen re- 
vealed a malignant (sarcomatous) carotid body tumor. The 
postoperative course was uneventful. Seven weeks after the 
operation the patient returned to the hospital with a tender mass 
beneath the mastoid process and behind the mandible in the 
scar of the old incision site. Another mass was found in the 
right submental area. The patient complained of pain, weight 
loss, and poor appetite. One month later resection of the re- 
current tumor was done, but tumor was left at the base of the 
skull. The pathological report was one of carotid body tumor 
with malignant changes. The patient died four months later; 
necropsy revealed a pattern distinctive of fibrosarcoma originat- 
ing in the right side of the neck, metastatized by way of the 
hematogenous route to the lungs and by direct extension through 
the foramen lacerum to the dura mater. It was noted that the 
vascularity of the sarcomatous elements in the metastatic lesions 
lent a pattern suggesting the vascular component of the stroma 
of the carotid body. It is reasonable to predict, in the light of 
the evidence presented, that if all carotid body tumors were 
left to pursue their natural course of growth undisturbed, a 
significant proportion of cases would eventually be expected to 
cause serious trouble through continued local growth, regional 
lymphatic spread, or distant dissemination. No spontaneous re- 
gression or cure was ever reported, and similarly, all reports 
of control with irradiation were unconvincing. Malignant change 
can and does occur in carotid body tumors, and it is apparent 
that a certain latent period is necessary before this change occurs. 
No correlation exists between the microscopic appearance of 
the tumor and its prognosis. Surgical removal of all carotid 
body tumors is recommended, the earlier the better. It is pos- 
sible to remove these tumors without interrupting the continuity 
of the arterial stream if the dissection is carried out in the plane 
of the arterial adventitia. In the event that the lumen of the 
artery is inadvertently entered in the course of removal, ligation 
should never be resorted to. Restoration of continuity of the 
arterial stream by simple closure of the hole, primary end-to- 
end anastomosis, and insertion of an arterial homograft or 
venous autograft are recommended, in that order, as solutions 
to this complication. 


J.A.M.A., Oct. 16, 1954 


Results of Pulmonary Valvotomy and Infundibular Resection in 
100 Cases of Fallot’s Tetralogy. M. Campbell, D. C. Deuchar 
and R. Brock. Brit. M. J. 2:111-122 Guly 17) 1954 [London, 
England). 


This highly detailed report is a comparison of the results ob- 
tained in 100 patients with Fallot's tetralogy who underwent 
one or both of the direct operations for augmenting pulmonary 
circulation (pulmonary valvotomy and infundibular resection) 
with those in 165 patients reported earlier who had anastomotic 
operations (almost always subclavian-pulmonary anastomosis). 
Sixty-one of the 100 were followed up since the beginning of 
the year 1953, thoroughly reexamined, and their results analyzed. 
Forty-five of the 100 had infundibular resection only; all the 
others had pulmonary valvotomy, but 18 needed infundibular 
resection as well. Two-thirds of the entire group obtained good 
or very good results, i. e., they now lead lives that are quiet, 
but nearly normal. One-sixth showed slight improvement, and 
the remaining sixth died as a result of the operation. In com- 
paring the two direct methods, it must be mentioned that 
valvotomy had a mortality of 11° in this series and the other 
procedure one of 18. On the other hand, infundibular resec- 
tion rarely fails to produce a good result in those who survive, 
while after valvotomy, alone or combined, there is a larger pro- 
portion of patients who show only slight or moderate improve- 
ment. Functional improvement is as great after direct, as after 
anastomotic, operations. In addition, there is the same reduction 
in cyanosis, polycythemia, and hemoglobin percentage, the 
mean in those with good and very good results falling from 
128 to 103°. Improvement in color and finger clubbing may 
be even greater than after anastomotic operations; some patients 
lose their cyanosis at rest and a few even after exertion. In these, 
catheterization shows that the oxygen saturation of the arterial 
blood has become normal and the right-to-left shunt reversed. 
The heart tends to enlarge after direct operations as after anasto- 
motic operations, the cardiothoracic ratio rising from a mean 
of about 49 to 53.5% within a few months of operation and 
remaining at or a little below this level during the next few years. 
When the clinical result is particularly good and the cyanosis 
abolished, the heart may increase in size more than usual, as 
after an unusually large anastomosis. It would be optimistic 
to expect the improvement that follows either of these opera- 
tions without some increase in the size of the heart, because 
the right ventricle is still working against the systemic pressure, 
and the patient is leading a much more active life. It means that 
for the patients with the best results the physician should act 
as a restraining influence, persuading them to lead a reasonably 
quiet life if they wish to keep their improvement as long as 
possible. So long as the ventricular septal defect remains, the 
right ventricle will have increased work and will be exposed 
to the risk of strain. Future difficulties, however, are no reason 
for withholding the great advantages that anastomotic and direct 
operations can give, though clearly the treatment of Fallot's 
tetrology will not be ideal until the ventricular septal defect can 
be closed. 


Homologous Skin Graft Used as Life-Saving Expedient to Pro- 
mote Thrombosis of Bleeding Wound in Patient with Hemo- 

H. Conway and R. B. Stark. Plast. & Reconstruct. Surg. 
13:446-450 1954 |Baltimore}. 


Conway and Stark point out that homologous transplants of 
skin in the mouse will produce thrombosis in the blood vessels 
in the underlying recipient bed. This response will occur from 
1 to 18 days after transplantation. It was felt that this phe- 
nomenon might be utilized in excessive bleeding, such as in 
the patient with hemophilia reported by the authors. The pa- 
tient, aged 23, had been previously hospitalized 18 times for epi- 
sodes of uncontrolled hemorrhage. There were numerous 
episodes of hemarthroses of both knees, the elbows, and the 
joints of the hands. On several occasions he had had subarch- 
noid hemorrhages, hematuria, and bleeding following extraction 
of teeth. When the patient caught his right forearm in the door 
of a car the arm became swollen. Progressive blanching of the 
digits, increasing nerve palsies, and weakening of the radial pulse 
indicated the presence of an expanding hematoma. The fore- 
arm was incised and the antebrachial fascia was opened. The 
circulation returned to the hand but the gaping wound bled 
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slowly, and the patient was sustained by multiple transfusions 
of fresh blood and antihemophilic plasma. After four days, in 
spite of persistent slow bleeding from the wound, a graft 
was taken from the patient's father and transplanted to the 
wound of the forearm. This homoplastic skin graft was used 
because an autogenous graft would leave a bleeding donor site. 
and because homoplastic grafts cause thrombosis of the vessels 
in the bed of the recipient. The bleeding from the arm ceased. 
Four weeks later the homograft showed signs of dissolution. 
Small marginal wounds developed and started to bleed. Forty 
days after homotransplantation, the homoplastic graft was 
excised and an autograft (from the patient's thigh) was trans- 
planted to the wound of the forearm. The daring that prompted 
the cutting of an autogenous skin graft was supported by Rez- 
nikoff's management of the hematological crisis. One hundred to 
150 cc. of freshly drawn whole blood were given every hour 
for 24 hours on the theory that the transfused blood would 
supply sufficient normal clotting mechanism to achieve primary 
healing of the donor site and the adherence of the graft. The 
autoplastic graft healed, and the patient left the hospital with 
all wounds healed. 


Vena Cava Syndrome: Three Cases Due to Throm- 
bosis. A. H. Andresen, A. T. Hansen, F. T. Husfeldt, A. Peder- 
sen and G. Thomsen. Ugeskr. leger 116:785-792 (May 27) 
1954 (In Danish) (Copenhagen, Denmark). 


In the first of three cases of occlusion of the superior vena 
cava, regarded as sequels of thrombosis, there had been blunt 
trauma of thorax with extensive bleeding into skin. In the sec- 
ond case congenital malformation of the vein cannot be ex- 
cluded. Vaccination against diphtheria with a febrile course 
seemed to have initiated the symptoms in the third case, pre- 
sumably by having caused a mediastinitis. Venous angiocardi- 
ography, especially angiography done selectively with a catheter, 
gave detailed information concerning the site and extent of the 
occlusion. The prognosis for life in occlusion of vena cava 
superior is not absolutely unfavorable, provided that the dis- 
order that led to the development of the syndrome has been 
cured or has entered into a quiet phase. Gradual improvement 
in the condition can apparently be expected, probably as an ex- 
pression of more and more sufficient collateral circulation. In 
order to normalize the circulation more completely, operative 
treatment is recommended if the conditions allow. Thoracotomy 
was done in two of the cases; one patient had anastomosis be- 
tween vena azygos and the right auricle. 


NEUROLOGY & PSYCHIATRY 


Barbiturate Addiction Simulating Spontaneous Hyperinsulin- 
ism. R. A. Hunter and H. P. Greenberg. Lancet 2:58-62 Uuly 
10) 1954 |London, England). 


Spontaneous hyperinsulinism due to islet-cell tumor of the 
pancreas is more frequently suspected than found. Symptoms 
and signs are vasomotor, psychiatric, and neurological, and 
occur in paroxysmal attacks. At first they may resemble one 
of the commoner psychiatric disorders. The authors draw atten- 
tion to the reverse situation, namely, to a group of primarily 
psychiatric cases presenting symptoms that mimic closely those 
of spontaneous hyperinsulinism. Three patients under psychiatric 
care were referred for detailed physical investigation because 
their symptoms pointed to islet-cell tumor. Only much later 
was information forthcoming that explained their mysterious 
condition; they were drug addicts, who had been taking quanti- 
ties of barbiturates obtained from outside sources unknown to 
their psychiatrists. Patient | had started barbiturate sedation, 
later combined with amphetamine, for vertiginous attacks. In 
retrospect these attacks may have been due to unrecognized 
barbiturate intoxication. Patient 2 was a known morphine addict 
who diagnosed himself as suffering from islet-cell tumor. He 
was believed cured of addiction at the time of admission. Patient 
3 had frequently consulted physicians with minor complaints 
and had at times been given barbiturates. As she gave a history 
of moderate, long-standing, psychiatric disturbance, occurring 
mainly in attacks, her symptoms were at first thought to be a 
covtinuation of these. Patient | had obtained barbiturates from 
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11 different physicians at the same time, as well as through a 
friend: patient 2 by prescribing for himself; patient 3 from 
her physicians as well as from an unknown source in her hos- 
pital. In all three cases the diagnosis became clear only some 
time after the patients had been investigated in hospital. Their 
subsequent history is not encouraging. Patient 1, after a period 
of months spent mostly off work, finally gave up her post and 
continued with drugs: patient 2 died as the result of consuming 
excess alcohol while taking disulfiram (Antabuse); patient 3 gave 
up nursing. The biochemical and electroencephalographic 
aspects of chronic barbiturate intoxication and withdrawal are 
discussed, and a case is cited in which sudden withdrawal of 
barbiturates led to epileptic fits. It is also suggested that electro- 
encephalographic abnormalities in psychiatric patients may 
sometimes be due to barbiturate effects. Three possible explana- 
tions are suggested for periodical exacerbations in the symp- 
toms of barbiturate addiction: (1) variations in the amount of 
barbiturate taken; (2) neglect of dietary requirements because 
of anorexia; and (3) lack of supply causing abstinence symp- 
toms in the form of weakness, anxiety, anorexia, insomnia, 
tremor, disturbances in cardiovascular adjustments on standing, 
convulsions, slight fever, and a psychosis. Barbiturates are the 
commonest form of drug addiction today, and are also the com- 
monest drugs used for suicidal purposes. Long-continued con- 
sumption of barbiturates in itself induces insomnia, depression, 
and symptoms of anxiety. The eventual result is exacerbation of 
those very symptoms for which these drugs are most commonly 
prescribed. In such circumstances increases in drug dosage will 
in turn lead to correspondingly more severe withdrawal symp- 
toms superimposed upon those of intoxication and the original 
iliness. Failure to recognize this vicious circle may result in 
deterioration of the patient's condition sufficient to precipiate 
suicide. 


Cenvulsions During Treatment with Corticotropin or Cortisone. 
D. J. van Zaane. Maandschr. kindergeneesk. 22:210-215 (une) 
1954 (In Dutch) |Leiden, Netherlands|. 


Van Zaane reviews cases of convulsion during treatment with 
cortisone or corticotropin previously reported, chiefly in the 
American literature, and cites a case of his own. A girl, aged 
7, was treated with corticotropin for rheumatic fever. On the 
first day of treatment she was given two intramuscular injec- 
tions of corticotropin of 1S mg. each, then 15 mg. of cortico- 
tropin four times daily for four days. In addition, 100,000 units 
of penicillin were given four times daily. She was on a salt- 
free diet, high in potassium. Blood pressure, urine, blood chem- 
istry, and cosinophils were repeatedly examined during the 
therapy. The rheumatic fever responded favorably to the cor- 
ticotropin therapy, the temperature decreased to normal, and 
joint pains subsided on the day after onset of the treatment. 
On the fifth day of therapy the child had severe convulsions, 
which were controlled with sedatives after several hours. The 
convulsions were followed by delirium with screams, kicking, 
and striking. Later, aptical hallucinations appeared. After four 
days of status epilepticus the child returned to normal status, 
except for nocturnal enuresis. Treatment with corticotropin was 
replaced by treatment with sodium salicylate. It is believed th.t 
the convulsions were the direct result of the corticotropin treat- 
ment, and it is suggested that electroencephalographic records 
be made at regular intervals during treatment with corticotropin 
or related drugs. Treatment should be stopped as soon as slow 
or pointed waves appear in the clectroencephalogram. 


elitis and Water Supply. G. M. Little. Canad. J. Pub. 
Health 45:100-102 (March) 1954 [Toronto, Canada|. 


An explosive exacerbation of a poliomyelitis epidemic in 
Edmonton occurred at a time when the preceding epidemic 
curve and the lateness of the season gave reason to believe the 
epidemic was subsiding. The cases of this late episode were 
distributed uniformly among the population. This distribution, 
in such a brief space of time, did not conform to the usual spread 
from contact infection. A possible reservoir of infection was 
present in a town upstream from which inadequately treated 
sewage had access to the Edmonton water supply. Ordinary 
chlorination of water is a doubtful protection against the virus. 
Epidemiologically, this series of events suggests that Edmonton 
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has suffered a water-borne outbreak of poliomyelitis. It pro- 
vides only circumstantial evidence but is recorded in the hope 
that cumulative evidence may help to clarify the picture. 


Poliomyelitis Epidemic in Winnipeg, 1953: Epidemiological 
Study, Including the Use of Gamma Globulin, R. G. Cadham. 
Canad. J. Pub. Health 48:185-194 (May) 1954 [Toronto, 
Canada|. 


In the summer months of 1953 Winnipeg, Manitoba, experi- 
enced a severe epidemic of poliomyelitis, with a case rate of 
318 per 100,000 population. Localization of cases in certain 
areas of the city was noted in the later stages of the epidemic. 
Paralysis developed in 59° of the reported cases. The death 
rate was 4.6°%. There has been a shift in the age incidence with 
a higher percentage of cases occurring among the older age 
groups. Whereas in children under 9 years of age the death 
rate was 1.2%. it was 28% in those over 40 years. No explana- 
tion for this high death rate in the age group over 40 is forth- 
coming. Another unexplained feature is that all deaths in the 
age groups up to 9 and over 40 were in males. There were 45 
instances (6%) in which more than one case occurred in the 
same home: in 43 homes two cases occurred, in one home three 
cases, and in one home four cases. The incidence of poliomy- 
elitis among contacts who received gamma globulin was lower 
than among the contacts who did not receive gamma globulin. 
Furthermore, the incidence of paralysis was much higher among 
the contacts who had not received gamma globulin. 


Syndrome of Anterior Hypophysial Insufficiency: Diagnosis and 
Treatment. F. B. de! Castillo. Rev. Asoc. med. argent. 63:51- 
S55 (March 15-30) 1954 (In Spanish) |Buenos Aires, Argentina]. 


The syndrome of anterior hypophysial insufficiency is caused 
by the destruction of the anterior lobe of the hypophysis by 
tumors, ischemic necrosis, and other pathological conditions of 
the hypophysis or of the hypophysial regions, or surgical re- 
moval of the hypophysis. The symptoms and psychic disorders 
correspond to those commonly observed in the so-called 
hypophysial cachexia. The name hypopituitarism of Simmonds- 
Sheehan's type is more proper, as cachexia is not constant. The 
syndrome is associated with depression of the basic metabolic 
rate, diminution of the protein reserves, changes in the metab- 
olism of carbohydrates, an extreme sensitivity of the patient to 
insulin, and a tendency to the development of hypoglycemia. 
The course of the syndrome depends on the degree of insuffi- 
ciency of gonadal, thyroid, or corticosuprarenal hormonal func- 
tions. The syndrome is rare in men. In women tt may develop 
due to an infarct with consequent ischemic hypophysial necrosis 
from hemorrhage during labor and obstetric shock. Lactation 
does not appear, the breasts become flaccid and the nipple and 
the arcola lose the pigment, amenorrhea is permanent, and the 
genital organs and the uterus are atrophic. The general symp- 
toms and psychic disorders correspond to those of hypopttuitar- 
ism not following labor. The diagnosis is made on the symptoms 
and the relation of the syndrome to the complications of labor. 
Hypopituitarism of the Simmonds-Shechan’s type can be dif- 
ferentiaied from anorexia nervosa by its relation to labor, its 
Organic origin and noncachectic character; from thyroid myx- 
edema by the different response to thyroid treatment; and from 
adrenal cortical hypofunction (Addison's disease) by the rela- 
tion of hypopituitarism to labor and the different type of 
cutaneous pigmentation seen in adrenal cortical hypofunction. 
The treatment of hypopituitarism caused by ischemic necrosis 
of the anterior lobe of the hypophysis is prophylactic; com- 
plications during pregnancy making the patients liable to 
collapse during or after labor should be prevented. If collapse 
occurs it calls for emergency treatment of shock and hemor- 
rhage. Intercurrent or associated infections should be promptly 
controlled with antibiotics to prevent acute suprarenal crisis or 
a hypoglycemic coma. Saline and dextrose solutions, corti- 
sone, and desoxycorticosterone by parenteral route should be 
administered. Chromophobic tumors of the anterior lobe of the 
hypophysis should be surgically removed or be treated with 
roentgen therapy to prevent or control pressure on the optic 
chiasm. The treatment of hypopituitarism consists of the ad- 
ministration of gonadotrophins, adrenocorticotropin, estrogens, 
androgens, and thyroid, as indicated for the predominant hor- 
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mona! dysfunction. The treatment of hypoglycemic coma in- 
cludes dextrose solution by intravenous route and administra- 
tion of saline solution, cortisone, and desoxycorticosterone, and 
placing the patient in a bath of warm water to prevent lowering 
of body temperature. 


PEDIATRICS 


Idiopathic Hypercalcemic Syndromes of Infancy. K. G. Lowe, 
J. L. Henderson, W. W. Park and D. A. McGreal. Lancet 
2:101-110 Guly 17) 1954 |London, England). 


Lowe and associates became interested in idiopathic hyper- 
caleemia when they saw a severe case similar in many respects 
to the two described by Fanconi and others in 1952. Creery 
in 1953 described a possible third case of this syndrome and 
believed that his case and the two described by Fanconi and 
others were severe forms of the syndrome described by Light- 
wood and Payne in 1952 under the title of “idiopathic hyper- 
calcemia of infants with failure to thrive.” This illness usually 
develops at a few months of age and is manifested clinically 
by anorexia, vomiting, constipation, and low of weight. The 
important biochemical features are hypercalcemia and a raised 
blood-urea level. In the severe case described here, the onset 
and the initial clinical features resembled those of cither “in- 
fantile renal acidosis” or “idiopathic hypercalcemia of infants 
with failure to thrive.” Though renal acidosis might have been 
present in the early part of the illness, regarding which there 
are no biochemical data, this diagnosis could not be enter- 
tained a year later, when strongly acid urine was obtained. If 
the initial illness was “idiopathic hypercalcemia with failure to 
thrive.” then, at variance with Lightwood and Stapleton’s con- 
cept of this as a wholly recoverable disease, this child's illness 
progressed steadily. It is possible that the same alternative of 
recovery or progressive deterioration that faces the child with 
renal acidosis may be expected for the infant with “idiopathic 
hypercalcemia.” The pathogenesis of the severe type of idio- 
pathic hypercalcemia of childhood remains obscure. Histologi- 
cal evidence from the renal biopsy specimen in the severe case 
does not support a diagnosis of primary renal disease; and it is 
difficult to see how primary renal disease could cause hyper- 
calcemia. The severe changes could, however, be explained as 
the result of precipitation of calcium in the kidney due to the 
hypercalcemia. In describing the bone lesions, the author uses 
the term osteosclerosis in the conventional sense as indicating 
increased density. The parathyroid function was not investigated. 
Hypersensitivity to vitamin D was not excluded, but the vitamin 
was given in concentrated form only after onset of symptoms. 
The radiological appearances seen in the severe case have never 
been reported in hypervitaminosis D. Creery calls attention to 
the parallelism between hypercalcemic marasmus and the syn- 
drome described in peptic ulceration when continued excessive 
intake of milk and alkalis leads to hypercalcemia, metastatic 
calcification, and, in some cases, osteosclerosis. The child with 
severe hypercalcemia had had small doses of alkaline medica- 
ments before onset of symptoms. The six mild cases of hyper- 
calcemia described here showed the same initial symptoms 
as the severe case, and in five of the cases the onset was 
during the first six months of life. All but one patient had been 
fed on National dried milk; four had had regular cod-liver oil 
supplements, another one had two doses. Two had taken mag- 
nesia regularly, two had it occasionally, one had two doses 
only, and one had none at all before the illness developed. 
Alkaline medication therefore is not a constant factor. Hyper- 
sensitivity to vitamin D does, however, merit altiention as a 
possible factor in cause. Two of the children had received no 
supplementary cod-liver oil, but, as National dried milk contains 
at least 280 1. U. of vitamin D per ounce, even they had a daily 
intake of over 1,000 1. U. of vitamin D before the onset of 
symptoms. The authors believe that hypervitaminosis D (or 
hypersensitivity to doses of vitamin D usually well tolerated by 
infants) merits consideration as an etiological factor. Excessive 
administration of alkaline drugs might be an aggravating 
factor. An addendum states that the child with the severe form 
of hypercalcemia died. Necropsy revealed no adenoma or hyper- 
plasia of the parathyroids, and the kidneys did not show the 
characteristics of chronic pyelonephritis. 
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Idiopathic Hypercalcemia in Infants with Failure to Thrive. 
R. D. G. Creery and D. W. Neill. Lancet 2:110-115 Guly 17 
1954 |London, England]. 


This paper presents the clinical, chemical, and radiological 
features of 16 infants with idiopathic hypercalcemia and failure 
to thrive. It has been suggested that alkali medication might be 
a causal factor, but in the present series the syndrome developed 
in the absence of such therapy. Similarly there is no direct 
evidence to implicate previous pyelonephritis as a causal agent, 
and the pyuria commonly found is probably secondary in 
nature. Smith stated that ingestion of increasing amounts 
of calcium led to larger fecal losses but also to surprising de- 
grees of increased retention and that the degree of retention 
depended mostly on the amount of calcium in the infant's dict, 
which is four to six times as great with cow's milk as with 
human milk. Stearns observed that retention of calcium was 
much greater when vitamin D was added. The constant causal 
factor in the reported cases was a high calcium intake from 
early infancy, usually associated with a more than adequate 
amount of vitamin D in the dict. The author suggesis that to 
prevent this condition breast feeding must be encouraged, and 
unnecessarily large doses of vitamin D discouraged, especially 
when vitamin-fortified dried milks are being used. A rational 
therapy should include a dict low in calcium and free from 
vitamin D. Spontancous recovery can confidently be anticipated. 
The immediate prognosis is good; all infants survived. 


Congenital and Familial A Based on Three Cases. 
L. Caussade, N. Neimann, M. Pierson and M. Manciaux. Presse 
meéd. 62:1040-1042 (July 7) 1954 (In French) |Paris, France}. 


Congenital and familial afibrinogenemia is a pscudohemo- 
philic disease that manifests itself in early childhood. Nineteen 
cases were found in the world literature, and three new cases 
are reported. They occurred in female siblings, the issue of a 
marriage between first cousins. The parents were both hypo- 
fibrinemic. Two brothers were healthy. The three sisters were 
aged &'2 years, 2 years, and a few weeks old, respectively, 
when the diagnosis of afibrinogenemia was made. A fourth sister 
had died from uncontrollable umbilical hemorrhage at the age 
of 2 days, and a fifth was hypofibrinemic. The mother had had 
three spontaneous abortions. The signs and symptoms of the dis- 
ease are severe hemorrhages appearing in response to minor 
insults, and superficial ecchymoses and hematomas. The prog- 
nosis is poor, but not dire; only 7 of the 22 patients died before 
the age of 20. Hematologically speaking, the platelets, capil- 
lary resistance, and bleeding time are normal in most cases. 
There is virtually no limit to the coagulation time, blood from 
one of the authors’ patients having been kept for two weeks 
with no signs of clotting. The sedimentation rate is extremely 
slow. The almost total absence of fibrinogen, and hence of 
fibrin, in the blood was shown by various techniques. The mode 
of transmission of the gene for afibrinogenemia is unknown. 
Therapy can be only symptomatic. Whole blood, plasma, and 
fibrinogen have all been used, but in cach instance, the patient's 
blood soon returns to its former state. The difference between 
this condition and clinical and latent hypofibrinogenemia seems 
to be simply quantitative. 


Review of 183 Cases of Rheumatic Fever, 1946-1952. W) Hirsch. 
Harefuah 46:28-29 (an. 15) 1954 (In Hebrew; English Sum- 
mary) (Jerusalem, Israel). 


One hundred cighty-three children with rheumatic fever were 
admitted to the children’s ward of the Municipal Hospital in 
Tel Aviv from 1946 to 1952. One hundred fifty-five were be- 
tween the ages of S and 12, 20 were under $, and & were over 
12. The number of admissions for this disease steadily increased 
from 18 in 1946 to 28 in 1952. There were nine deaths in all. 
Fouricen patients showed signs of chorea minor. The 183 pa- 
tients were admitted a total of 373 times, indicating a high re- 
lapse rate. Of these 183 patients, 125 were admitted once, and 
S8 more than once (29 were admitted twice, 13 were admitted 
3 times, 6 were admitted 4 times, 4 were admitted S$ times, 3 
were admitted 6 times, and 2 were admitted 12 times). The 
average duration of hospital stay per admission rose from 22 
days in 1946 to 33 days in 1952. There was a correlation be- 
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tween poor results of treatment and high frequency of admis- 
sion to the hospital. Bed rest alone was a successful form of 
therapy in 39 cases. Salicylates were given to $1 patients for 
10 days or less and to 53 for more than 10 days. Of these 104 
children treated with salicylates, only $2 had normal sedimen- 
tation rates after treatment. Cortisone was used with excellent 
results in 12 patients for whom salicylate therapy had been 
ineffective or who had acute rheumatic carditis. The duration of 
hospitalization as well as the treatment used affected the results. 
Early discharge was apparently responsible for many relapses. 
If a convalescent home could be established, 20 beds would be 
ample to allow all the children in this series to convalesce for 
33 days, a period equal to the average duration of hospital stay 
in 1953. It is believed that such a program would stabilize the 
health of these children and significantly reduce the relapse rate. 


Type-12 Streptococci Associated with Acute Haemorrhagic 
N M. J. Wilmers and A. C. Cunliffe. Lancet 2:17-18 
Uuly 3) 1954 |London, Fneland!. 


Evidence for an association of one type of group A hemolytic 
streptococci, type 12, was amassed from two groups of patients. 
Of the II patients in the first group, 10 had typical acute 
nephritis and yielded group A streptococci. Of the 23 patients 
in the second group, 21 were diagnosed as having acute glo- 
merulonephritis and had group A streptococci. The diagnoses 
in the remaining three cases were doubtful. Twenty-cight (90° ) 
of the 31 patients thus tested had type i2 streptococci; this 
percentage is greater than that explained by chance. 


Retroperitoneal! Myxolipoma: Report of Case in a Child Seven 
Years of Age. V. C. Pinto, A. G. Mattos, F. Pimenta and others. 
Pediatrics 14:11-15 Gluly) 1954 |Springfield, 


The fatty retroperitoneal tumors, although relatively rare, 
are of interest, because they are usually of large size and often 
present surgical problems. A boy was admitted to the hospital 
at 7 years of age. When he was 18 months old his mother 
noticed that his abdomen was enlarged, but nothing was found 
on examination. Two years clapsed before the child was ex- 
amined again. The size of the abdomen had now greatly  in- 
creased, but the boy presented no other disturbances. A malig- 
nant tumor was suspected, and surgical procedure was not 
advised due to the large size of the tumor and assumed poor 
prognosis. For three and one-half years the abdomen enlarged 
steadily, with no symptoms related to the urinary or gastro- 
intestinal tracts. The patient had no complaints whatsoever. At 
7 years of age the child's general appearance was that of an 
undernourished, pale boy. The abdomen was globular and 
greatly enlarged. At palpation, a large, painless, firm tumoral 
mass could be felt. The abdominal circumference was 89 om. 
and the thorax measured 62 cm. At operation a rubbery, de- 
pressible, apparently not cystic mass, slightly adherent to the 
abdominal wall, was found. The adhesions were casily broken, 
but it was found that to remove the tumor entirely the blood 
supply of the involved jejunal loop would have to be sacrificed. 
This loop was resected (approximately $0 om.) and an end-to- 
end anastomosis was made. The tumor was identified on histo- 
logical examination as a myxolipoma. kt weighed 12.8 kg. or 
more than half of the boy's weight (24.2 kg.). The boy was in 
good physical condition six months after the removal of the 
tumor. 


DERMATOLOGY 


Histological Modifications Induced by Isoniazid in Lupus Vul- 
garis. G. B. Marson. Minerva dermat. 29:219-221 Ulune) 1954 
(in Italian) {Turin, Italy}. 


Seventeen patients with lupus vulgaris were treated with 
isoniazid at the dermatological clinic of the University of Padua. 
The patients, who were observed for from 10 to 16 months, 
tolerated well a total dosage of from 20 to 50 gm. of the drug. 
Some who were not benefiied by other tuberculous medicaments 
improved greatly. Histological studies were made of biopsy 
specimens obtained before, during, and after the treatment. They 
revealed that, during the first four months of therapy, hyper- 
keratosis, acanthosis, and dermal edema disappeared, the aspecific 
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cellular infiltration was reduced and confined, and the granu- 
loma was substituted by an infiltrate that consisted mainly of 
histiocytes and epithelioid cells. Four to 10 months later, a rich 
neoformation of vessels and fibroblastic proliferation were 
present, and, 10 to 16 months later, the tissue involved by the 
disease was substituted by newly formed connective tissue. At 
the end of the treatment, however, all the specimens showed 
residual signs of inflammation, and in some of them giant cells 
and miliary foci of tuberculous nature were present between the 
new connective tissue. The author did not determine whether 
these residual inflammatory clements may become the starting 
point of a possible relapse of the disease or whether they are 
only the expression of a process that slowly will heal completely. 
Therefore. he suggests that the administration of isoniazid to 
patients with lupus vulgaris be continued even after an appar- 
ent recovery has been obtained. He feels that this drug is superior 
to vitamin D. in the treatment of this condition because of 
its bacteriostatic activity. 


Hydrocortisone in Skin Disorders. F. Paulsen and B. Loland. 
Tidskr. norske legefor. 74:417-418 (une 15) 1954 (In Nor- 
wegian) Oslo, Norway}. 


From November, 1953, to March, 1954, 81 patients with skin 
diseases, mostly long-continued eczemas, often more or less re- 
sistant to therapy, were given local treatment with 1° hydro- 
cortisone ointment. The agent seems to be a valuable adjuvant 
in the treatment of eczemas, both the acute vascular ec7zemas 
and the more chronic dry eczemas. On the whole it produces the 
same favorable effect as that achieved by general treatment with 
corticotropin (ACTH) and cortisone and at the same time the 
undesirable side-effects of these substances are avoided. The 
effect of the hydrocortisone ointment is apparently more morbi- 
distatic than curative, but it can contribute to the cure of even 
stubborn eczema by suppressing itching and vascularization and 
thus breaking the cycle that keeps up the eczema. Because of the 
ease of application many eczemas that formerly required hos- 
pital treatment can now equally well be given ambulant treat- 
ment. For the time being, extensive use of the agent is prohibitive 
because of the cost. Hydrocortisone ointment is, therefore, best 
suited for the treatment of eczemas of smaller extent where 
other therapy is without effect. 


UROLOGY 
Prostatic Cancer: 


Arbitrary Open Perineal 
tients. P. B. Hudson, A. L. Finkle, J. A. Hopkins and others. 
Cancer 7:690-703 (Uuly) 1954 |Philadelphial. 


The absence of significant symptoms and the inadequacy of 
physical examination in detecting prostatic cancer prompted this 
clinical study of 300 men (the Bowery Series) subjected to open 
surgical biopsy of the posterior prostate. None of the 300 pa- 
tients studied had spontancously sought medical care or advice 
for prostatic or other disease. Frozen-section diagnosis proved 
practical in the clinical management of these patients. A total of 
39 adenocarcinomas was detected, whereas only nine patients 
with carcinoma (23° ) had findings at rectal palpation sugges- 
tive of carcinoma during the preoperative evaluation. The 
authors do not believe that rectal palpation is an adequate 
method in the early diagnosis of cancer of the prostate, since 
induration is not an early, but a late, symptom. Open surgical 
biopsy is effective and a relatively simple procedure causing no 
loss of continence or potency. It should be carried out before 
conservative prostatectomy in order to detect the cancers that 
are not infrequently present within what appears to be a benign 
hypertrophy. It is suggested that routine open prostatic biopsy 
with frozen and permanent sections be performed in every case 
of prostatic enlargement. 


Nonspecific Urethritis: Is Mycotic Infection Important? G 
Auckland and W. J. Preston. Brit. J. Ven. Dis. 30:81-87 (June) 
1954 |London, England}. 


Nonspecific urethritis was found to be quite prevalent in 
Britain. Auckland and Preston believe that this insidious, highly 
prevalent, and perhaps incurable disease, which is the source of 
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much ill health, demands organized investigation. These authors 
are concerned with the possibility that fungus elements found in 
urethral and prostatic secretions and in urine may indicate that 
mycotic urethritis ts far more common than was previously sup- 
posed. At a venereal disease clinic in Manchester 722 new male 
patients and 475 new female patients were observed in the course 
of a year, and 120 of the men and 81 of the women had gonor- 
rhea. Thirty men and £5 women of those who were free from 
gonorrhea showed microscopic evidence of fungus clements in 
urethral, prostatic, or cervical secretions, or in the urine; in addi- 
tion, six men had gonorrhea and fungus. Thus | in 20 of new 
male patients and over | in 10 of the female patients exhibited 
evidence of fungus infection in the genitourinary tract. The 
authors concern themselves only with the 36 male patients. 
Fungus elements were found in urethral smears only in 15 cases, 
in urine only in 6 cases, in prostatic secretion only in 2 cases, in 
urethra and urine (not necessarily at the same time) in 12 cases, 
and in prostate and urethra in 1 case. At least half of the patients 
were examined for Trichomonas infection, but the results were 
always negative. Numerous culture slopes of Sabouraud’s glu- 
cose-agar medium were inoculated with material from the 
urethra and urine in microscopically positive cases. The large 
number of different strains of fungi included Candida albicans, 
Penicillium, white yeast, rhodotorula, Aspergillus, C. sitophila, 
and C. krusei. Many of these were classified as contaminants 
by the mycologist, but the authors feel confident that these were 
not airborne contaminants, although they agree that it is argu- 
able whether they were pathogenic or nonpathogenic. These 
fungi may be responsible for disease in the genitourinary tract. 
Attempts were made to eradicate the fungi by various methods, 
such as changing the pH, or by irrigation with substances of 
fungicidal action. Improvement did seem to follow a course of 
treatment in some cases, but the cyclic nature of the condi- 
tion made it difficult to assess results. It was also noted that 
some patients who were seen on many occasions showed fungal 
elements only at infrequent intervals, which suggests that per- 
haps the growth and multiplication are intermittent, depending 
on the presence of suitable conditions. This feature is observed 
in fungus infections in other parts of the body. Tinea pedis is 
often an intermittent disease, revealing itself as outbreaks of 
interdigital scaliness and peeling. Given suitable conditions of 
warmth, moisture, correct nutritional requirements, and absence 
of antagonistic bacteria, the fungus multiplies and gives rise 
to gross clinical signs and symptoms. It may well be that a 
similar sequence of events occurs in the genitourinary tract, the 
fungi only making their presence felt when all the factors nec- 
essary for growth are present together. The authors conclude 
that mycotic urethritis is far commoner than has hitherto been 
thought, but it will require much more investigation. 


OPHTHALMOLOGY 


Pathological Basis of Retrolental Fibroplasia. “. Ashton. Brit. 
J. Ophth,. 38:385-396 uly) 1954 |London, England). 


Ashton presents the pathological features of the early stages 
of retrolental fibroplasia as observed in four representative cases. 
His conclusions are in accord with the widely accepted view 
that retrolental fibroplasia is a primary retinal disease of non- 
inflammatory origin, which results from disordered retinal vascu- 
larization. Its development and course take place in the follow- 
ing three pathological stages: (1) proliferation of vasoformative 
tissue, consisting of endothelial and mesenchymal cells in the 
inner layers of the retina, with early eruption of the tissue 
through the internal limiting membrane into the vitreous; (2) 
commencing retinal detachment, extension of fibrovascular tissue 
into the vitreous, and formation of fibrous strands (new vessels 
may appear on the iris at any time during stages | and 2); and 
(3) total retinal detachment and formation of dense retrolental 
fibrous membrane, followed by late atrophic changes. Since the 
basis of the disorder is merely an aberrant overgrowth of the 
developing retinal vessels, it is not improbable that there may 
be a variety of precipitating causes, but the vast majority of 
cases consist of premature babies who have the disease post- 
natally in relation to oxygen therapy. 


— 
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Effect of Oxygen on Developing Retinal Vessels with Particu- 
lar Reference to the Problem of Retrolental Fibroplasia. N. 
Ashton, B. Ward and G. Serpell. Brit. J. Ophth. 38:397-432 
Uuly) 1954 |London, England). 


In an attempt to clarify the cause of retrolental fibroplasia 
an experimental investigation was carried out on the influence 
of varying concentrations of oxygen on the developing retinal 
vasculature in the kitten, which ts comparable to that in man, 
except that in the kitten the vascular network does not reach 
the periphery of the retina until about three weeks after birth, 
so that the degree of retinal vascularization in the full-term 
kitten at birth, and in the ensuing three weeks, is comparable to 
that in the premature baby. A total of 121 kittens and 41 mother 
or foster-mother cats were used in the preliminary study and in 
the 32 experiments reported here. It was found that high con- 
centrations of oxygen at atmospheric pressure induce in the 
growing retinal vessel of the kitten a type of vasoconstriction 
that progresses to complete obliteration of the vessels. This 
phenomenon is apparently confined to the developing retina. 
The severity of vaso-obliteration is inversely proportional to the 
maturity of the vessels, and obliteration cannot be produced 
once the retinal vasculature is mature; it is directly related to 
the duration of exposure to oxygen, and it takes about 36 hours; 
it is directly related to the concentration of oxygen, and con- 
centrations below 35° have little or no effect in the most sensi- 
tive age groups. On transfer to air the obliterated vessels only 
partially reopen, producing hemorrhages and a grossly abnor- 
mal vascular pattern. This partially reopened network ts inade- 
quate to nourish the retina, and profuse vasoproliferation de- 
velops. When obliteration has been total, the retina is revascu- 
larized from the disk, and those vessels that reopened disappear; 
the new ingrowth consists of a dense circular mass of vessels, 
extends into the retina in a profuse and disordered manner, and 
glomerular tufts and vascular loops grow into the vitreous. 
Eventually the whole retina is revascularized, arteries and veins 
differentiate, and the intravitreal vessels disappear. Retinal de- 
tachment does not occur, and, apart from acute-angled folds 
in the retina, the normal histology is restored, and vision ts re- 
tained. The fundus picture, however, is grossly abnormal. Several 
factors that might influence the above course of events were 
studied. In prolonged hyperoxia, obliterated vessels remained 
closed as long as the animal was kept in oxygen, and when 
high concentrations of oxygen were maintained no vasoprolifera- 
tion occurred. No difference in the degree of vasoproliferation 
was demonstrated on transferring animals to hypoxia rather 
than to air. Carbon dioxide in concentrations up to 8% had no 
effect on either the vaso-obliterative or vasoproliferative phases. 
Tolazoline (Priscoline) hydrochloride, in a single experiment, 
did not appear to modify the vaso-obliterative effect of oxygen. 
Ethyl biscoumacetate (Tromexan) profoundly modified the de- 
gree of vaso-obliteration seen after oxygen exposure; this is 
probably due to the prevention of intravascular coagulation 
so that affected vessels are able to reopen in air. Although a 
return to hyperoxia to some extent controlled the vasopro- 
liferation stimulated by oxygen vaso-obliteration, the inevitable 
return to air was accompanied by an exacerbation of the process. 
Relating the experimental results to retrolental fibroplasia, it is 
concluded that the findings parallel the early stages of the human 
disease. The difference in the subsequent course is dependent 
upon the development of retinal detachment, which did not occur 
in the kitten experiments. Despite this difference the two dis- 
eases appear identical in origin. Prophylaxis seems the most 
hopeful line of attack, and an urgent plea is made for the control 
of oxygen therapy in the treatment of the premature baby. 


Preliminary N. Ashton and C. Cook. Brit. J. 
38:433-440 (uly) 1954 [London, England). 


In order to study the process of vaso-obliteration and to corre- 
late the findings in injected retinas with events in life, Ashton 
and Cook utilized a new limbal window technique, devised by 
Cook, that permits direct observation of the lfving retinal ves- 
sels. To determine whether oxygen has a similar action on grow- 
ing vessels in the adult animal they investigated the effect of 
hyperoxia on vascularization of the rabbit cornea and rabbit 
ear chamber; indirect evidence for its action on vessels in the 


MEDICAL LITERATURE ABSTRACTS 747 


embryo was sought in a few experiments on hens’ eggs. The 
methods employed, together with the results obtained, are de- 
scribed. It was found that hyperoxia has no effect on growing 
vessels in the rabbit cornea or in the rabbit ear chamber. Oxygen 
has no observable effect on the retinal vessels of the adult cat. 
In the kitten immediate and delayed reactions are seen. The 
former consists of vasoconstriction and capillary obliteration 
developing after five minute exposure to oxygen. This does not 
progress to total obliteration and the vessels reopen after about 
10 minutes and remain in this state for about five and one-half 
hours when the delayed effect comes into operation. The vessels 
then again constrict and total vaso-obliteration gradually de- 
velops, becoming complete in about cight hours. Once this is 
achieved the circulation may be opened or closed in about jive 
minutes by alternating air and oxygen. Vaso-obliteration can- 
not be induced in the detached retina, and obliterated vessels 
reopen when detachment develops. Chick embryos may survive 
80 or 90% oxygen during the last seven days of incubation, 
hatch out alive, and develop normally in air. 


OTOLARYNGOLOGY 


Can Perceptive Deafness Result from the Use of Antibiotics 
Other Than 8 cin? H. Bjork and J. Ranta. Acta oto- 
laryng. 44:254-258 (May-June) 1954 (In English) [Stockholm, 
Sweden|}. 


A woman, aged 48, had received | gm. of dihydrostrepto- 
mycin daily for 10 successive days for purulent dermatitis, and 
three and one-half months later she was given 250 mg. of oxy- 
tetracycline (Terramycin) four times daily, a total dose of 8 
gm. in the treatment of acute bronchitis. The first treatment was 
well tolerated. During oxytetracycline therapy a rapidly increas- 
ing tinnitus of roaring type appeared in addition to other side- 
effects and her hearing continued to deteriorate for many months. 
On the basis of over one year's observation it may be concluded 
that the patient will have a permanent severe hearing loss. 
Although the part played by dihydrostreptomycin therapy, espe- 
cially a possible sensitizing effect, cannot be excluded with cer- 
tainty, it seems obvious that the oxytetracycline was the pre- 
cipitating cause of the deafness. It thus appears possible that 
antibiotics other than those of the streptomycin group can cause 
perceptive deafness; therefore, it is advisable to discontioue these 
drugs if the patient complains of increasing tinnitus during 
treatment. 


Otosclerosis and Review of 51 Fenestration Operations. K 
Hunter. Ulster M. J. 23:23-26 (May) 1954 [Belfast. Ireland}. 


Otosclerosis is characterized by spongification of the bone 
of part of the otic capsule, which is softer than normal bone 
and contains an excessive number of marrow spaces and thin- 
walled blood vessels. The lesion is usually bilateral, circum- 
scribed, and occurs in the region between the cochlea and vesti- 
bule, just anterior to the foot plate of the stapes. The lesion 
may involve the basal turn of the cochlea and round window. 
Other areas are occasionally involved. Ankylosis of the foot 
plate of the stapes produces the characteristic clinical features. 
Heredity plays an important part, but while some observers 
have found a family history in 50°% of the cases, of the S51 cases 
reviewed here only 18 had such a history. It is more common 
in women than in men, women accounting for 70% of the 
cases in this series. It was first noticed between the ages of 9 
and 39 years. Pregnancy and severe illness may cause deteri- 
oration. Tinnitus is common, and sometimes it is the presenting 
symptom. Giddiness occasionally occurs. Paracusis willisiana is 
a characteristic finding, i. e., the patient can hear better in the 
presence of a noise. In this series of S51 cases, only 6 had no 
paracusis. The diagnosis is suggested when a young woman 
with normal tympanic membranes complains of increasing deaf- 
ness, tinnitus, and paracusis. Many types of conservative treat- 
ment have been advocated, but none have proved of benefit. 
Hearing aids are of great value in the same type of case con- 
sidered ideal for operation. After briefly reviewing the surgical 
methods that were tried before Lempert's fenestration operation, 
the author describes the technique of this last method and his 
own experience with it. The fenestra is made in the lateral semi- 
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circular canal opposite the stapes by means of dental burrs. 
The ear with the worst hearing is operated on first, so that, in 
the event of it being unsuccessful, a hearing aid may still be 
worn in the ear not operated on. The selection of cases suitable 
for operation is difficult; the key is the state of the inner car. 
There is no point in providing a passage for sound waves into 
the inner car if it is not capable of transmitting the impulses to 
the brain. There is, as vet. no absolutely reliable test of inner 
ear function. Bone conduction is probably the best test. An im- 
provement of 30 db. can be expected in a suitable case. A 
higher gain is sometimes obtained but should not be antici- 
pated. An interval of 18 months must elapse before assessing 
results. The hearing gained may be lost again because of bony 
closure of the fenestra. This usually occurs during the first year 
after operation, and is unlikely after 18 months. This length 
of time has elapsed in only 31 of the author's $1 cases. Good 
to moderate improvement was obtained in about two-thirds of 
these cases; slight, or no improvement, or worsening was noted 
in the other third. Since deafness is progressive in otosclerosis, 
even the achievement of a stationary level of hearing represents 
some gain. 


THERAPEUTICS 


Comparative Results of the Use of ACTH, Cortisone, and Hydro- 
cortisone in the Treatment of Intractab!e Bronchial Asthma and 
Pulmonary Emphysema. H. A. Bickerman and A. L. Barach. 
J. Allergy 28:312-324 Uuly) 1954 [St. Louis), 


One hundred sixty-three patients, 107 with intractable asthma 
and $6 with pulmonary emphysema, were given 309 courses of 
corticotropin (ACTH), cortisone, or hydrocortisone. Complete 
or partial remission was observed in 82.3°% of the corticotropin 
courses, and in 86.2% of the cortisone courses. Complete or 
partial relief of bronchospasm and dyspnea occurred in 96% 
of the courses of hydrocortisone administered at a dosage level 
averaging 50 to 60% of that employed with cortisone. The 
duration of remission induced by the short, intensive courses 
of corticotropin, cortisone, or hydrocortisone was generally 
short, averaging about two to three weeks. No significant dif- 
ference in the duration of remission induced by these hormonal 
agents was found. Patients with bronchial asthma generally 
manifested a more complete remission than those with the bron- 
chospastic type of pulmonary emphysema. The effects produced 
with hydrocortisone differed from those of cortisone in the fol- 
lowing manner: a swifter onset of therapeutic benefit, 1. ¢., in 
18 to 36 hours with hydrocortisone as compared with four to 
five days with cortisone; a decreased dosage requirement of 
about one-half to two-thirds of the cortisone dosage for com- 
parable effect; and a significant reduction in the adverse side- 
reactions, probably due to the smaller dosage used. The best 
results from the use of hormonal therapy took place in the 
following two clinical entities: (1) patients in whom persistent 
bronchospasm was the result of exposure to seasonal factors, 
such as pollen; and (2) patients in whom the asthmatic state 
had been previously moderately well controlled but in whom 
intractable bronchospasm developed after an upper respiratory 
infection. Although short, intensive courses of corticotropin or 
the steroids seemed preferable to maintenance therapy in these 
two groups, in 21 of the 30 patients with chronic intractable 
asthma, pulmonary fibrosis, and advanced pulmonary emphy- 
sema, clinical improvement was maintained for from 9 to 24 
months by a daily dose of 20 to 75 mg. of cortisone or hydro- 
cortisone. The adverse side-effects of administration of the cor- 
ticoids and corticotropin were generally lessened by a low 
sodium dict, administration of potassium chloride, and the use 
of antibiotic drugs in the presence of bronchial and sinus infec- 
tions. The effectiveness of hydrocortisone at approximately one- 
half the dosage level of cortisone was accompanied by a sig- 
nificant reduction in the incidence of adverse side-reactions. In 
one patient who took cortisone against advice for three months 
bilateral pulmonary tuberculosis developed. One death occurred; 
it was in a patient with severe bronchial asthma after repeated 
courses of both corticotropin and cortisone. Delirium accom- 
panied by exhaustion, fever, and cardiorespiratory failure sug- 
gested an Addi.onian-like crisis. 


Oct. 16, 1954 


Use of Rauwolfia Serpentina Arterial Hyper- 
tension. A. Martelli. Gaz. med. ital. 113:127-136 (May) 1954 
(In Italian) |Milan, Italy}. 


The pharmacological effect of Rauwolfia serpentina was 
studied in seven patients with essential hypertension and in 
three with renal hypertension. The first group—four men and 
three women between the ages of 46 and 60 years—received the 
drug orally in the standard dosage of three tablets per day, 
every cight hours, for 18 days. The hypotensive effect ranged 
from a minimum of 20 to a maximum of 40 mm. Hg for the 
systolic pressure and from a minimum of 10 to a maximum 
of 1S mm. He for the diastolic pressure. The mean pressure 
decreased accordingly, and the oscillometric values increased 
slightly. Fifteen days after the discontinuance of the treatment, 
differences between the initial values ranged from a minimum 
of 1S to a maximum of 40 mm. Hg for the systolic pressure 
and from a minimum of $ to a maximum of 15 mm. Hg for the 
diastolic. Two weeks later the difference was of 25 mm. Hg for 
the systolic and S mm. He for the diastolic in one of the patients. 
Bradycardia was observed in five of the patients. The fact that 
the greatest hypotensive effect of the drug was recorded in the 
two patients in whom bradycardia was not seen suggests that the 
two phenomena are independent of cach other. The subjective 
symptoms of headache. vertigo, buzzing, excitability, and in- 
somnia became attenuated or disappeared. The three patients 
with renal hypertension—two men and one woman between 
the ages of 46 and $3 yvears—received 4 mg. of the drug orally 
twice daily for 1S days. The hypotensive effect was evident in 
all; it Was greatest in one paticat who remained in bed during 
the entire two weeks of treatment. In this patient there was a 
drop in the systolic pressure of 50 mm. Hg and the diastolic 
pressure of 40 mm. Hg. Two weeks after the discontinuance 
of the treaiment, the hypotensive effect was still present in the 
two patients who were followed up. The subjective symptoms 
were markedly affected in this group also. All the 10 patients 
tolerated the therapy well; none had gasiroenteric side-effects: 
3 had mild nasal congestion. The hypote sive effect of the drug 
appears slowiy, and thus it is not indicated for paroxysmal hy- 
pertension or for hypertensive attacks in chronic hypertension. 


Clinical Trials of O- -Serine (Azaserine) in Neo- 
plastic Disease. R. R. Ellison, D. A. Karnofsky, S. S. Sternberg 
and others. Cancer 7:801-814 Gully) 1954 |Philadelphial. 


A serine analogue, O-diazoacetyl4-serine (Azaserine), that 
inhibits tumor growth in mice was given to 41 adults and 15 
children with several types of neoplastic disease. There were 93 
separate trials, the drug being given until definite signs of tox- 
icity appeared. The usual daily dose was 8 to 10 mg. per kilo- 
gram of body weight intravenously or orally; the drug is about 
60 to 70° more active by the intravenous route. After § to 20 
days signs of toxicity appear, and it is usually advisable to dis- 
continue the drug. The total dosage for each course of treat- 
ment thus lay between $0 and 200 mg. per kilogram in most 
cases. The tonic effects of Azaserine principally involve the di- 
gestive tract, with redness of the tongue and buccal mucosa, 
which sometimes becomes ulcerated, and nausea and vomiting. 
These effects clear promptly when the drug is stopped. Leuko- 
penia, to a mild degree, occurred in about one-third of the 
patients. The most serious and unpredictable effects were sys- 
temic imtoxication with anorexia, weakness, apathy, serum 
electrolyte disturbances, and an unusually high incidence of 
jaundice. These effects occurred to a serious degree in 9 of 41 
adults; these patients were all in poor condition, and in no in- 
stance could the complications with certainty be attributed to 
Azaserine. They appeared to develop principally in old and de- 
bilitated patients and those with liver damage. They were not 
observed in children. The therapeutic results of Azaserine were 
limited to a decrease of fever during the period of treatment in 
7 of 19 patients with Hodgkin's disease, brief periods of objec- 
tive improvement in § other patients with this disease (achieved 
two Of more times in 3 patients), a decrease in the leukocyte 
count in two cases of lymphatic leukemia, and brief partial 
hematological remissions in 3 of 14 children with acute leukemia. 
While no definite therapeutic application for Azaserine has been 
found, it has profound effects on a variety of biological systems 
and is worthy of further clinical study. 
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BOOK REVIEWS 


First Aid and Resuscitation: F 
A 


Firemen, Policemen, Ambulance 
By Lt. Carl B. Young, Jr... M_P.H. Cloth. $8.50. Pp. 338, with 169 illus- 
trations. Charles C Thomas, Publisher, %01-327 E. Lawrence Ave., Sprine- 
field, .: Blackwell Scientific Publications, 49 Broad St.. Oxford, England: 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1954. 


This remarkable book deals with the subject of emergencies 
as seen by nonmedical personnel who reach the injured before 
a physician arrives and who must act promptly and decisively. 
The author has not merely taught the subject but has had an 
immense experience with emergencies in war and peace. The 
chapter entitied “Why | Wrote This Manual on Life Saving” 
is especially revealing as to the barbaric injustice to injured per- 
sons that can result from callousness and ignorance. Partly 
because the outlook is essentially practical, partly because the 
subject is so charged with emotion, the chapters do not have 
an obviously logical arrangement; they deal with such matters 
as shock; unconsciousness; apnea; the equipment of an emer- 
gency ambulance; procedures at the scene of collisions, fires, 
suicides, etc.: methods of resuscitation; the use of oxygen; trans- 
portation of the injured; and the dangers of a broken neck. 
The results of mishandling are stated in language so forthright 
and simple that it may upset many readers. This ts especially 
true of the photographs. In its realism the book represents a 
welcome reaction from the misleading first-aid literature of the 
past, with its sketches of wan patients gracefully submitting to 
the application of triangular bandages to the head. The pho- 
tographs in this book, however gruesome, are documentary and 
should help to prepare emergency workers for some of the shocks 
they will receive. It is to be hoped that future editions will enable 
the author to correct a number of minor crrors. In spite of these. 
the book is extremely valuable and deserves the attention of 
every physician and medical student. 


Why We Became Doctors. Edited by Noah D. Fabricant. MD. Cloth 
$3.75 Pp. 18). Grune Stratton, 1 Fourth New York 16, 
1984. 


it is curious that the decision to study medicine is influenced 
by personal experiences, an clement of chance, or frequently 
the process of elimination. Some defy immediate analysis, and 
yet most motivations appear logical, though an apparently 
rational one in one instance may not make good sense in 
another. Idealism is reflected in the career of Elizabeth Black- 
well, the first woman recipient of the doctor of medicine 
degree, and likewise in that of other women. Lewis Tryon 
followed in the footsteps of medical forebears. Hans Zinsser 
selected medicine because of a fondness for science instilled 
by his teachers. Carlos Williams and A. J. Cronin were bent 
by the desire of literary men to cat fairly regularly. Albert 
Schweitzer, a theologian of stature and musica! exponent of 
Bach, studied medicine in order to become a medical mis- 
sionary. In this book, $0 articulate men and women tell their 
own stories in their own words. The reader might be ac- 
quainted with some of them. Many readers may want to sug- 
gest this volume to their friends, children, and colleagues. It ix 
a thoroughly enjoyable and enlightening book. 


The Emotional Problems of Children: A G Parents. By Harry 
Joseph, M.D... and Gordon Zern. Cloth. $3.75. Pp. 310. Crown Publishers, 
Inc.. 419 Fourth Ave... New York 16, 1944 


This volume provides guidance for parents who are confused 
or disturbed by activities of their children that may be inter- 
preted as abnormal. The first section of the book devotes four 
chapters to normal evolution. These cover the first year of life, 
the child from | to 6, from 6 to 12, and adolescence. There 
is helpful clarification of reactions and attitudes that may be 
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expected during these various periods. In the second section, 
what may be considered “run-of-the-mill” problems are dis- 
cussed, with chapters on toilet training, masturbation, jealousy, 
discipline, and related topics. In addition, there are discussions 
of adoption, problems associated with illness, nursery schools, 
maternal overprotection, and feeding problems. Helpful orien- 
tation is provided in the third and last section of the volume, 
to which specialists in child work have contributed. Under the 
general consideration of emotional health background, develop- 
ment of personality is described, and information is given on 
when a child may need help. Psychological examinations are 
described in a chapter by Samuel Goldworth, and there is an 
evaluation of schools by Goodwin Watson. Other special chap- 
ters include one on the dance by Flizabeth R. Resen: one 
on music by Evelyn Phillips Heimlich; one on dramatics by 
Fleanor L. Mamorsky, and one on camping by the Teffertellers. 
In an appendix there is detailed discussion of motion pictures 
as teaching aids. An extended list of suggested films is pro- 
vided under various age groups, with a directory of distributors. 
There is also an extensive and well-arranged bibliography. 
This volume should be helpful to the average parent. The 
information provided is sound and sensible. 


The Doctor Writes: An Anthology of the Unusual in Current Medical 
Literature. Edited by 8. O. Waife, VLD... F_.ALC.P. Cloth. $3.75. Pp. 175. 
Grune & Stratton, Inc. 381 Fourth Ave... New York 16, 1954. 


The editor of this anthology used three criteria for selecting 
the contents: interest of subject, excellence of writing, and 
pleasure in reading. That he has been successful can be judged 
from the fact that there unquestionably is something of interest 
and appeal—cither in the nature of the subject matter or in the 
distinctive style of the contributing authors—to most medical 
readers who wish to make excursions into ficlds divorced from 
routine medical reading. An inkling of the range of this book 
can be gained by a perusal of several of the chapter titles: 
Sherlock Holmes as a Dermatologist; Showmanship in Medical 
Teaching; Therapeutic Art; Medical Stamps; Superior Clinical 
Acumen of the Old Physicians: A Myth: Medicine and the 
Bible; and Caritas Medici. This anthology should provide 
intellectual pleasure and satisfaction for its readers. 


Digital Plethysmography: Introducing a Method for Recording Simul- 
tancously the Time Course of the Rate of Blood Flow inte and out of 
the Finger Tip. By George FE. Burch, MD... F_ACP.. Henderson Pro 
fessor of Medicine, Tulane University School of Medicine, New Orleans. 
Modern medical monographs 11. Cloth. $5. Pp. 134, with 83 Mlustrations. 
Grune & Stratton, 381 Fourth New York 16, 1954. 


The primary purpose of this monograph is to present the 
technical details associated with a method of recording the rate 
of blood flow into and out of the digits of man. The author 
describes the various theoretic considerations involved in ob- 
taining accurate readings, using the venous occlusion plethysmo- 
graphic method. Attention is also called to the dangers of error 
encountered and to the means used to minimize or evade them. 
Through an analysis of the curves obtained from the finger with 
a double-beam plethysmograph, the author is able to measure 
the time course of the rate of blood into and out of the finger 
tip. He believes that the method should be applicable to the 
understanding of peripheral circulation in normal and abnormal 
vascular states; however, it is necessary to point out that the 
finger, containing large numbers of arteriovenous shunts, repre- 
sents a specialized type of vascular bed and, hence, does not 
reflect circulatory responses elsewhere in the extremities. This 
fact detracts from a wide experimental or clinical application 
of the method. The author's plan of presentation is simple and 
effective. The numerous figures are generally not complex, the 
contents of individual sections are clearly indicated by headings 
in large type, and the style is pleasing to the reader. No attemot 
has been made to present a comorchensive bibliogravhy. 
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and Union Health and Medical Programs. By Margaret 
C. Kiem and Margaret F. McKiever. United States Department of Health, 
Education, and Welfare. Public Health Service, Division of Occupational 
Health. Public Health Service publication no. 3129. Paper. $1. Pp. 276, 
with 4 illustrations. Supt. of Doc., Government Printing Office, Wash- 
ington 25, D. C., 1953. 


The employed population, according to this report, is dis- 
tinctly and positively concerned about health and medical care. 
Fvery major union in recent years has included some reference 
to health and welfare in its employment negotiations. If this 
is so, then no other group has more influence on the ultimate 
nature and place of health services in our industrial society. In 
this compilation of factual descriptions of existing types of pro- 
grams, no effort has been made at critical evaluation. Examples 
are provided to show the wide range of actual operation—from 
office type of diagnostic service to full coverage including hos- 
pital, home. office, and dental care. It would appear that the 
patterns are set. It is still not proved that this segmentalization 
of medical services is necessarily better, more efficient, or more 
reasonable. Further intensive and critical study is necessary. In 
this book the descriptions of specific plans are preceded by his- 
torical and developmental data, beginning with the carly mutual 
societies and leading to the modern area of widespread insur- 
ance coverage. Ample evidence is given of growth and expand- 
ing scope, both in text and table. One useful section deals with 
the language of health and welfare clauses, specific provisions, 
financial methods, and administrative relations under the Taft- 
Hartley legislation. Leaders in medical organization should 
study these and similar revelations of what may be the shape of 
things to come. 


Trends in Dermatology (Second Series). Edited by RM. B. 
MacKenna, M.A... M.D.. F.R.C.P. Physician in Charge Dermatological 
Department, St. Bartholomew's Hospital and Medical College, London 
Cloth. $12. Pp. 338, with $8 illustrations. Paul B. Hoeber, Inc. (medical 
book department of Harper & Brothers), 49 E. 43rd St. New York 16, 
1954. 


The purpose of this series is to keep medical readers abreast 
on latest developments in specific fields. As in the first volume, 
the editor has done a fine job in selecting both topics and 
authors. A few short chapters written by those who contributed 
most to the subject matter are indeed classics, such as the 
chapters on cutaneous sensibility by Weddell, on the blood 
factor in lupus erythematosus by Haserick, and on cytodiag- 
nosis in dermatology by Tzanck and Melki. Other chapters 
have more the character of detailed review articles and are 
written by actively practicing clinical scientists. In his chapter 
on cutaneous tuberculosis, Dowling, who was responsible for 
the development and study of the mechanism of calciferol 
therapy in lupus vulgaris, discusses the mechanism and signifi- 
cance of attenuation of the tubercle bacillus and possible rela- 
tionship between different clinical manifestations and tissue 
immunity. He also presents a concise picture of our present 
therapeutic armamentarium with interpretation of action mecha- 
nisms. Danbolt, in whose laboratory the Kveim reaction was 
developed, discusses sarcoidosis. He doubts with good reasons 
that recent experimentation with BCG in this disease has sup- 
ported the assumption of its tuberculous origin, although he 
finds the total evidence in favor of some kind of infectious 
cause. He regards histological examination, tuberculin testing, 
and the Kveim reaction as the most important aids in con- 
firming the clinical diagnosis of sarcoidosis. 

Cochrane's chapter reflects the tremendous progress in the 
knowledge of epidemiology, diagnosis, and therapy of leprosy. 
He covers all aspects of the lepromin test as it relates to 
clinical manifestations and prognosis. For treatment he finds 
sulfones far superior to streptomycin and isoniazid. The chapter 
on the bacteriology of normal and diseased skin by Pillsbury 
and Kligman is distinguished by clarity, precision, and origi- 
nality. It contains much hitherto unpublished data. The authors 
discuss in detail when and where bacteriological findings in 
skin lesions can be regarded as significant and devote special 
sections to the antiseptic capacity of normal skin and to the 
role of bacterial allergy in skin diseases. Macalpine deals with 
psychosomatic aspects in dermatology in a chapter that is fasci- 
nating whether one agrees with her interpretations or not. The 
chapter by Riddell on the pathogenesis of tinea capitis deals 


J.A.M.LA,, Oct. 16, 1954 


mainly with the recent work of Kligman and reflects the not 
generally accepted view of the Philadelphia school that a great 
number of infections with Microsporon audouini heal spon- 
taneously before puberty and that fungistatic agents help only 
by inciting inflammatory reactions. Harley deals with allergy 
and lists under the term “hereditary allergy group” what is 
called atopy in the United States. Some dermatologists will not 
accept this group as having a clear-cut allergic pathogenesis, 
nor will they share the author's optimism concerning desensi- 
tization in allergic contact dermatitis. Baer presents a learned 
and complete study on cross sensitization phenomena. A chap- 
ter on helminths and the skin by Gordon and Griffiths, which 
deals mainly with the varying nature of the host-parasite rela- 
tionship, is excellent. 

The difficult task of dealing in a single chapter, under the 
heading Physiology and Functional Pathology of the Skin, with 
recent developments in reaction to skin injury, collagen, clastic 
tissue, sweat glands, sebaceous glands, and antibody production 
in the skin is well done by Cameron and Spector, even if some 
Statements such as that collagen is a “fibrillar glucoprotein™ or 
that the physical properties of collagen “may vary from tissue 
to tissue” may be challenged. The final chapters on therapy 
are up-to-date, well written, and useful also for the general 
practitioner. They cover recent developments in the use of 
antibiotics by Shooter, cortisone and corticotropin by Sulz- 
berger, and beta-ray therapy by Williams. Last but not least, 
there is an interesting chapter on ecology in relation to derma- 
tology by Banks. He evaluates the effect of social changes, con- 
trasts decline of infections and infestations with the increased 
incidence of dermatitis due to physical and chemical causes, 
and stresses the growing problems of an aging population. 
On the whole the book reflects the amazing progress of der- 
matological knowledge in the last 10 years. The typography 
and illustrations are first class. 


Clinical Number Three. Anthony F. DePalma, editor-in- 
chief. With assistance of associate editors and board of advisory editors. 
Cloth. Single numbers, $7.50, sustaining members, $5. Pp. 230. with 
itustrations. J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 
Aldine House, 10-13 Bedford St.. London, W.C.2, England; 2083 Guy 
Montreal, Canada, 1954. 


This third volume of a series of authentic papers on ortho- 
pedic subjects upholds the high standards of its predecessors. 
The editors have been skillful in their choice of subject matter, 
grouping of clinical entities, and selection of contributors. The 
text is clear and especially well illustrated. Each chapter is 
concise and to the point. Many end with brief summaries and 
extensive references. Part | deals with soft tissue conditions 
around joints. Chapters on sprains, ligamentous lesions, injuries 
of the menisci, dislocations of the patella, and diseases of the 
hip and shoulder contain accurate and practical information. 
Part 2 includes a discussion of giant cell tumors of bone. 
The sections dealing with x-rays and pathological lesions are 
especially good. The author, a pathologist, mentions treat- 
ment only briefly. Part 3 includes several interesting operative 
techniques applicable to long bone and joint lesions. Any sur- 
geon having to do with orthopedic conditions should profit 
greatly from a perusal of this book. 


Introduction to Vertebrate Embryciogy. By Waldo Shumway, Dean, 
Stevens Institute, Hoboken, N. J.. and F. B. Adamstone, Professor of 
Zoology, University of Mlinois, Urbana. Fifth edition. Cloth. $6. Pp. 389, 
with 256 illustrations. John Wiley & Sons. Inc.. 440 Fourth Ave.. New 
York 16, Chapman & Hall, Lid., 37-39 Essex St, Strand, London, Eng- 
land, W.C.2, 1994, 


This text, which first appeared in 1927, presents the funda- 
mentals of embryology in a clear and concise manner. The sub- 
ject matter is treated on a comparative basis, with the amphioxus, 
the frog, the chicken, and man serving as the prototypes. 
There is a short section devoted to embryologic techniques and 
an extensive glossary of technical terms employed in embryol- 
ogy. The numerous illustrations are clearly drawn and labeled. 
The material presented in this book should adequately orient 
the medical student in the field of embryology without over- 
whelming him with details of interest and importance largely 
to specialists in the field. 
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SITE OF SMALLPOX VACCINATION 
To tHe Evrror:—/ have seen smallpox vaccination sites located 
on the back, between the scapulas, just to the right of the 
midline. What is the rationale of usine this site’ 
Glenn T. Howard, M.D. Alice, Texas. 


Answer.—Various areas of the body have been chosen for 
performing a smallpox vaccination. Usually deviation from the 
customary site on the arm has concerned the female sex. The 
objection to the arm is based on the fear that there might be 
an ugly scar. In that case it would detract from the girl's beauty 
when she appears in evening dress. Some health officers will 
not permit members of their departments to vaccinate on the 
leg because there seems to be an increased likelihood of sec- 
ondary infections. Possibly for that reason the back of the 
shoulder has been selected sometimes. A vaccination in the mid- 
line would not be advisable on account of the proximity to spinal 
processes; however, it should make no difference whether the 
site is to the right or left of te midline. In the case cited perhaps 
it was anticipated that the shoulders might be exposed. 


INFLUENZA 

To tHe Enrror:—/s it possible to have five or six attacks of 
subclinical infection with respiratory influenza over a period 
of two to three months’? The symptoms were generalized 
muscular ache, malaise, fatigue, slight elevation of tempera- 
ture. The latest episode of these symptoms resulted in the 
patient's having acute fulminating influenza (temperature 106 
F). Penicillin, 600,000 units, proved effective. | wonder if 
the previous five or six series of complaints might have been 
the picture of subclinical influenza’ ts a partial immunity 
acquired after each subclinical or clinical attack of influenza? 

M_.D., Michigan. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Ep. 


Answer.—lt is highly improbable that repeated attacks of 
respiratory infection due to the influenza viruses would occur 
in the same person during a period of two to three months. 
While sporadic infections due to the influenza viruses may 
occur, they are relatively infrequent: most cases of influenza 
occur during outbreaks or epidemics. Influenza viruses are now 
classified in three immunologic groups termed influenza A, B, 
and C. There is no known cross immunity among these three 
groups, and even within one group there is considerable im- 
munologic variation. Theoretically it should be possible to have 
repeated attacks of influenza at short intervals in one person 
due to immunologically different strains of virus. In actuality, 
however, this is a rare event, since it is very uncommon to 
have more than one type of influenza virus prevalent in a single 
population at a given time. Homologous immunity occurs after 
infection with any one of the various strains of influenza virus 
and lasts for several months to a year, if not longer. 


Answer.—lInfluenza is a viral disease that is not responsive 
to antibiotics. Occasionally, secondary bacteriological invaders 
assume an important role and may be affected by penicillin. 
The high fever and apparent response to penicillin and recurrent 
attacks in this case raise serious doubts that influenza is re- 
sponsible for the patient's condition. No note is made of cough 
or other respiratory symptoms or indeed any localizing com- 
plaints. Hence, from the report as stated, one is dealing with 
febrile responses of unknown origin. A careful survey of this 
patient should be undertaken, including investigation of the 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer's 
neme and address, but these will be omitted on request. 


lungs, genitourinary tract, and gallbladder. Generalized infec- 
tions, such as infectious mononucleosis, brucellosis, trichinosis, 
rheumatic fever, and tuberculosis, also should be considered. 


MERALGIA PARESTHETICA 

To tHe Eptror:—for one year, a patient has had severe pain, 
mostiy in the anterolateral side of his right thieh, and less 
severe pain in his left thigh. lt begins two or three minutes 
after walking, and it disappears entirely after the patient sits 
or lies down. His case was diagnosed as neuromyositic pain, 
arteritis, and tibrositis. He has been treated by deep x-ray and 
short-wave therapy and with various drugs without any effect 
whatever. What is the cause of this pain, and what treatment 
is recommended’ M.D., Cairo, Eeypt. 


ANSWerR.—A diagnosis of meralgia paresthetica appears ap- 
plicable for this condition. This ailment results from damage to 
lateral femoral cutaneous nerves and manifests itself primarily 
by paresthesias and pain in areas served by this nerve. Generally, 
“pins and needles” sensations are experienced, also burning, 
coldness, pain, and tingling or pricking sensations. Examinations 
may disclose no alterations of sensibility or perhaps slight loss 
of cither thermal sensitiveness or sensitivity to pain. Occasion- 
ally, there is a degree of hyperesthesia. Areas affected by these 
alterations are generally poorly delimited. Standing or walking 
almost always aggravates this condition, and relief is frequently 
obtained by resting or lying down. The cause of meralgia pares- 
thetica is obscure. Trauma from pressure of belts or corsets 
has been suspected, also toxic and infective causes, such as 
syphilis, rheumatism, diabetes, and gout. In most instances 
affected persons are obese, some have flat feet, and many show 
marked hypertrophic changes in roentgenograms of lumbar 
vertebrae. Men are said to be affected more often than women, 
and, in a majority of the cases, the patients range in age from 
30 to 60 years. Involvement may either be unilateral or bilateral. 
In many instances, termination is favorable and the patient is 
entirely free of symptoms; others failing to respond to any 
therapy have trouble for years. Treatment measures of possible 
value include relief of obesity, removal of tight corsets and 
belts, avoidance of excessive standing and weight-bearing, and 
attention to postural defects involving the lower extremities 
and spine. Surgical freeing or slitting of the fascial sheath of 
the lateral femoral cutaneous nerve has been recommended and 
injection of alcohol into the nerve has been said to help in 
some Cases. 


PRESCRIPTION OF ELIXIRS TO ALCOHOLICS 

To tHe Entror:—An alcoholic, 50 years of age, who has been 
able to abstain from alcohol for seven years was given an 
elixir containing 15% alcohol for a cough. This was pre- 
scribed in a dose of one drachm (3.7 ml.) three times a day. 
in view of the minimal dose (8 minims 10.49 ml.) of alcohol 
per teaspoonful), do you consider this medication contra- 
indicated” M.D.. Ohio. 


Answer.—The amount of alcohol contained in this elixir is 
small. If given according to the above prescription and for one 
to two weeks only, a renewal of alcohol desire or craving should 
not be expected in a former alcoholic patient. On the other hand, 
the danger exists that, with repeated renewal of the prescription 
or over an irregular or indefinite period of time, desire for 
alcohol may develop. One must also keep in mind that little is 
known about individual susceptibility. In some persons, a small 
percentage of alcohol in a beverage may produce toxic effect. 
This susceptibility seems to depend on a constellation of physi- 
cal and psychological factors about which there is insufficient 
knowledge. It would seem, therefore, a safer principle not to 
prescribe medication in the form of an elixir to this patient. 
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ACNE VULGARIS 

To tHe Eprror:—What is your opinion on the use of Kuta- 
pressin in the treatment of acne vulgaris? What do you con- 
sider a satisfactory treatment for acne vulgaris and its 
residuals? Hubert T. Goodman, M.D., Terre Haute, Ind. 


ANSWER.—Kutapressin is a cutaneous vasoconstrictor ob- 
tained from liver. Although it has been recommended in treat- 
ment of acne vulgaris, its use cannot be rationalized by this 
consultant; therefore, he docs not recommend tt. Many agents 
have been recommended in treatment of acne vulgaris. The 
most generally used are: local applications of zinc sulfate- 
potassa sulfurata mixture, such as lotio alba, NF; x-ray: ultra- 
violet light; staphylococcic ambotoxoid; opening pustules and 
evacuating comedones; improvement of the general health of 
the patient with reference to balancing the diet; curtailment of 
carbohydrates, particularly chocolate, correction of anemia if 
found: and removal of foci of infection, such as infected tons. !s 
and teeth, especially in older patients. More recently the follow- 
ing medicaments have been recommende J: estrogens, vitamin A, 
thyroid extract, and broad spectrum antibiotics. Reference to 
residuals in the inquiry doubtless refers to scars and pits. These 
can be treated by applications of carbon-lioxide slush or paint- 
ing with 20°% trichloroacetic acid, which gives fairly good re- 
sults. More recently planing with sandpaper or by means of 
mechanically driven rotary wire brushes has been effective. 


ERUCTATIONS OF FOUL-SMELLING GAS 

To tt Forror:—A 25-vear-old woman for two and a half 
years has had recurrent episodes of bloating, foul-smelling 
eructation, feeline of fulness, and lassitude. These symptoms 
are followed in 8 to 12 hours by cramps in the lower ab- 
dominal region and watery stools. Her most unpleasant symp- 
tom is the eructation of a foul-smelling eas that has the dis- 
tinct odor of hydrogen sulfide. Its presence is transient and 
immediately follows eructation. Complete physical as well as 
upper and lower gastrointestinal and gallbladder series and 
siemoidoscopy were not remarkable, The routine complete 
blood count, urinalysis, and chest film were normal. The pa- 
tient has had no weight loss or melena and, except for these 
attacks, has good health. | do not feel that this patient has 
an intestinal fistula or reverse peristalsis sufficient to bring 
lower intestinal contents into the stomach, Is there any source 
for formation of this foul-smelling gas in the upper intestine 
or stomach? M.D., California. 


Answer.—The nature of the intestinal gases is largely de- 
pendent on the types of food eaten, the activity of the digestive 
processes, and the nature of the bacterial flora present. Such 
odors as are described in this case are possible in a hypermotile 
digestive tract. However, the presence of a gastrointestinal fis- 
tula should be excluded. The fact that there ts diarrhea in asso- 
ciation with these gaseous cructations suggests the presence of 
some intestinal disorder. 


FLUOROSCOPY OF INFANTS 
To tHe Evrror:—Js there any possible harmful effect, immedi- 
ate or long range, from fluoroscopy of a normal infant at 
monthly intervals during the first vear of life’ 
Herman Aliman, M.D., Long Island City, N. Y. 


Answer.—tIn the particular form in which the question is 
asked, the answer must be yes. If the fluoroscopist were inex- 
perienced and if he worked without bothering to accommodate 
his eyes to the dark, employed relatively long exposure times 
and high intensity, used a radiation beam that was not sharply 
coned and well filtered, and failed to protect the gonads from 
exposure, there would be real risk of long-range or even im- 
mediate harmful effect. At the hands of a professional radiolo- 
gist trained to avoid the unnecessary hazards listed above, the 
risk would be so slight that it probably would be less than that 
incurred in bringing the infant to the clinic by private or public 
transportation. However, even if the work is well done by a 
competent person, the rule should always be that the proper dose 
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of radiation is the smallest amount that is consistent with the 
clinical needs of the patient. Since in this case the patient is 
said to be normal, one should not undertake the periodic 
fluoroscopy without carefully considering whether the advan- 
tage that might be gained would offset the extremely small but 
ever-present genetic risk that is involved. 


ELECTROCARDIOGRAM OF FETUS 

To tHe Eotror:—What are the possible values of electrocardi- 
ographic tracings of the fetus in the preenant woman? When 
in pregnancy, would be the most propitious or optimal time 
to make such tracings? Is there any better way to obtain sim- 
ilar or allied information than by the use of the electro- 
cardiogram? M.D., New York. 


Answer —Flectrocardiographic tracings of the fetus in utero 
have had little clinical application. Tracings can be obtained 
during the last trimester of pregnancy. In the presence of an 
abnormal fetal heart rate and rhythm, suitable tracings may 
occasionally show evidences of gross cardiac abnormalities. 
Most of the work in this ficld has been experimental with the 
hope that the knowledge obtained will have clinical implications 
(Smyth: Lancet 1:1124 |June 6) 1953). 

e 
INJECTION OF HYALURONIDASE INTO GANGLIONS 
fo tHe Eprror:—/n Tur Journat, July 10, 1954, page 1022, 
there is a suggestion that a ganglion be treated by aspiration, 
washing with procaine and saline solutions, and then injection 
of hyaluronidase or hydrocortivone. 1 tried hydrocortisone on 
one patient some time ago. The treatment, which was repeated 
twice at intervals of one week, was unsuccessful, so the 
ganglion was removed surgically. The stitches were taken out 
on the eighth day and the wound fell open. The edges were 
indolent, but there was no sign of infection. The patient was 

a perfectly healthy 15-vear-old girl. For two weeks an attempt 

was made wiih adhesive strips to get the wound to heal, and 

this failed. After another week it finally started to granulate 
and healed by granulation. 1 have heard of two similar cases 
in this area. 1 report this as a possible warning against operat- 
ing on cysts that have been treated by hydrocortisone inijec- 
tion, There have been other reports of slow healing associated 
with the use of these hormones. It is my opinion that surgical 
intervention should be postponed for at least a month if hydro- 
cortisone injection treatment of cysts or bursas has been un- 
successful. 

Bernard P. Harpole, M.D. 

1920 N. W. Johnson St., Portland 9, Ore. 


CANCER IN RETAINED CERVICES 

To tHe Enoitor:—/ cannot wholly agree with the letter from 
Dr. Malcolm Raymond on cancer in the retained cervices, in 
the June 12, 1954, issue of Tut Journal, page 708, in re- 
sponse to Dr. Brunschwig's letter. The routine practice of 
performing supravaginal hysterectomy (a confusing term that 
should be changed to uterine fundectomy) is unfair to the 
patient and should be condemned. This operation is per- 
formed, in most cases, by surgeons who do not have the ability 
to perform the accepted procedure, total hysterectomy. Any 
surgeon who claims shortening of the vagina and loss of 
support of vaginal vault with resulting dyspareunia has not 
observed the results of total hysterectomy. With the total re- 
moval of the cervix, the vagina is lengthened. Dyspareunia 
is often present when the cervix is retained and is often re- 
lieved by removing this stump. There are other disadvantages 
to incomplete hysterectomy. There is a high incidence (46% 
in one series) of carcinoma in the bleeding stump. Preopera- 
tive symptoms persisted after incomplete hysterectomy in 
30% of one series, and these were relieved by removal of 
the stump. Unsuspected carcinoma of the cervix was found 
in 4% of another series of uteri completely removed. 


Charles Barranco, M.D. 
230 Kirk St., Morgantown, W. Va. 


